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Message from the Director-General 



It h with mixcL] feelings that I intro- 
duce The World Health Repon ?995, 
ior I helicve no reader can turn th<^ 
following pages withoul being struck by 
the scale of the global human tragedy 
described within thetn. In that sense j 1 
am the bearer of bad news. 

Producing this report, the first in an 
annual series, Was hetn my personal re- 
sponsibility because of the top prioriry 
given to it by the WHO Executive 
Board's working f^roup on the WHO re- 
sponse to global change, h is not merely 
a statisticidl report, although the statis- 
tics themselves tell their own disturb- 
ing story It is more about people s health 
as it affects rheir quality ol life than 
about the diseases from which they suf- 
fer. As such, it is a devasrtiting portrait 
of GUT times. It is the story of the chd- 
dren, adolescents, adults and elderly of 
this worlds and the many circuivi stances 
that influence their health- In each of 
these age groups and also between rhe 
feCKcs^ the report shows, there are stark 
and often sh<>ck[ng inequities in health 
and in access to even ba:^ic health care. 

The World Health Report 1995 ex^ 
poses these gaps - and advocates ways 
in which rhey can be bridged - in a form 
that 1 believt; has not been attempted 
before^ Most of allj it illustrates the 
giro wing gulf between those of us who 
read the rep(}rt and those vvh{.) arc the 
main subject of it - the more than one 
billion people on this planet who live 
in extreme poverty. 

For many of us, improvements in the 
quality of our lives arc al most taken for 
gratued. But at the i^atne titne vast num- 
bers of people of all a>?es arc suffering 
and dying for the want of safe water, 
adequate sanitation and basic medi- 
cines* This, in the last few years of the 
20th century, is un^scceptable. 



Poverty, this report shows, is the 
world's deadliest disease. It wields its 
destructive influence at ever^' stage of 
human life, and for most of its victims 
the {:inly e.scape is an early grave. Pov- 
erty provides that too: while life expect- 
ancy is increasing in the most developed 
countries, ir is actually shrinking in some 
of the poorest. For many millions of 
people for whom survival is a daily 
battle, the prospect of a longer life may 
seem more like a punishment than a 
prize, 

T\\t widening gaps between not just 
rich and poor, but between the poor and 
the poorest of all, and between those 
who have access to health care and 
those who are denied it, pose a risk that 
needs urgently to be recognized and 
countered. 

The challenge is to prevent the 
vvorld heading towards a health catas- 
trophe in which many of the great 
achievements in health of recent dec-^ 
adcs will be thrown into reverse, Tliere 
are already worrying increases in chol- 
era, ttiberculosis vmd pi ague - all diseases 
closely linked to pov erty — while iramu- 
iiization rates against potentially fatal 
diseases are beginnitig to stumble hack- 
wards in some countries. 

Growing inequity is literally a mat- 
ter of life and death (or mar^y millions 
of people, since the poor pay the price 
L>f social inequality with their health. 
Evidence from some industrialized coun^ 
tries shows that a widening income gap 
between the rich and poor is accompa- 
nied by gR)wing differences in mortal- 
ity. On the other hand life expectancy 
has risen most rapidly in those deveh 
oped countries where income differ- 
ences have narrowed. In other words, it 
is the equity gap that counts- Improv- 
ing the health of nations therefore 



Our efforts are dedicated 
towards charting abetter, 
healthier future for humanity; 
a future in which millions of 
children no longer face death 
in infancy nor their mothers 
death in childbirth; a future in 
which everyone has an equal 
chance of good health. 



D 



depends an reducing inequities both be- 
tween countries, and between tlic rich 
and poor within a country. 

A.s one of T.he purposes ofThe World 
Health Report 1995 is ro show what 
WHO ii doing to help bridge the g^p^, 
it includes a chapter on the 
Organization's contributions to world 
health - ccjntributions that involve all 
its statf, whether working in the field or 
at regional offiees or at the Geneva 
headquarters. It j^ives some idea of the 
wide ran^e of activities in which WHO 
is involved^ and some ot our recent 
achieve men Ts. (Clearly, ho we v erf the 
lieaUh challenges f;icing the world can- 
not be met by one organization alone. 

WHO'S efforts to improve health 
and quaUty of Ufc arc grounded in the 
firm belief thac in order to brin^^ about 
the necessary changes, heahh policies 
musr reach beyond the health sector, 
while remaining rooted in the health- 
for-all principles of primary health care. 
Health is becoming a central political, 
social and economic issue in all coun- 
tries, And health concerns must there- 
fore be taken up at the highest political 
level and given due consideration in all 
public policies. 

A better understanding is now 
emerging of the crucial contribution 
that good health makes to economic 
activity - enabling individuals to lead a 
self-fulhlling and socially and cconomi- 



c Lilly productive life. Perhaps the most 
impi:>rtanr task of WHO is to impress 
upon the international community 
the need for political commitnient to 
placinH hedhh and human beings at the 
centre of development goals. Healrh is 
not a drain on a country' resources, it 
is a worthwhile investment. More than 
that, it is the foundation on which all 
human endeavour rests. 

Our eflbrts are dedicated towards 
charting a better, hefilthier future for 
humanity; a future in which millions of 
ehildreu no longer face death in infancy 
nor their mothers death iii childbirth; a 
future in which everyone has an equal 
chance of health. The means exist; what 
are lacking are the cotnmiiment and 
tesource.s to apply them so that the goals 
csn be achieved. The World Health 
Report 1 995 is about many [hings, but 
most of all it is about people, part Leu- 
htly those whose plight is most desper- 
ate, and whose needs ?ire greatest. 

Their fate, like tiic report itself, is 
in your hands. 1 urge you not to set it 
lightly aside H 



Himshi Mojimo, MA, Pb.O. 

dhectof-Gemol 
World heolth OfgomQlion 



Chapter 1 

Tire state of world health 



Introduction 

The wtirld's most ruthless killer and the 
greatest cause of suffering on earrh is 
listed in the latest alition of WHO 
International Classifiaition of Diseases, 
an A to Z of all ailments known to medi- 
cal science, under the code Z59.5r It 
stands tor extreme pnvcrty. 

Poverty is the triiiin re?iHon why ha- 
hies are not vaccinatedi clean water and 
sanitation are not provided, and cum-- 
tive drugs and other treatments are un- 
av^iilahle and why mothers die in 
childbirth. Poverty is the main cause of 
reduced life expectancy, of handicap and 
disability, and of starvation. Poverty^ is 
a major contrihutor to mental iUness, 
ci tress, suicide, family disintcgratioti and 
substance ah use. 

Poverty wields its destnictive influ- 
cnee at. every stage of human liie Irom 
the moment of conception to the grave. 
It conspires witli the most deadly and 
painful diseases to bring a wretched ex- 
istence to all who suffer from it. During 
the second half of the 1980s, the num- 
ber of people in the world living in ex- 
treme poverty increased » and wa^ 
estimated at over 1.1 billion in 1990 - 
more than one -f if t h o f h u m a n i ty . 

In the time it takes to read this sen- 
tence, settle where in the world a bahy 
has died in its mother's arms. For that 
mother, the message thar her 
neighbour's infant will live is no conso- 
lation. It does not stem her grief to kn(>w 
that 8 out of 10 child ten in the world 
have been vaccinated aj^Liinst the five 
major killer diseases of childhood or that 
^ lob ^Uy, between 1980 and 1993, inlant 
mortaUty fell by 25% while overall life 
expectancy increased by mote t\rAu 4 
yearSn to about 65 yeurs. 

Despite these real gains in human 
health, the haby still lies dead in her 



arms. Every year in the developing 
world, 12.2 million children under a^e 
S die, most of them from preventable 
causes - preventable, in many cases, for 
just a few US cents. 

Beneath encouragin*^ facts about 
Jecrea^iing mortality and increasing life 
expectancy, and many other unques- 
tionable advances, lie unacceptable diS' 
parities in health - widening gaps 
between rich and poor, between one 
population group and another, between 
age groups and between the sexes. 

For most of the people in the world 
today every step in life, from infancy to 
old age, i.s taken under the twin shad- 
ows of poverty and inequity, and under 
the double burden of suffering and dis- 
ease. For many, the prospect of a longer 
life may seem more like a punishment 
than a prize. 

By the enJ of rbe century we could 
be living in a world without poliomy- 
elitis, a world without any new cases of 
leprosy, a world without deaths froiri 
neonatal tetanus and measles. But this 
is still 1 995, and some facts of life in the 
world of today arc deeply disturbing. 

Some developing CO an tries have less 
than 4 US dollars to spend per person 
on health care over an entire year - less 
than rhe small chanj^c many people in 
developed cotintries keep in their pock- 
ets or purscis, 

A person in one of the least devel- 
oped countries in the world has a life 
expectancy of 43 years according to 
1993 calculations. In one of the most 
developed countries it is 78 years. That 
is a difference of more than a third of a 
century. A rich, healthy man can live 
twice as long as a poor, sick man. 

That itiequity alone should stir the 
conscience of the world - but in some 
of the poorest countries the picture is 
^ettin^ worse. In 5 countries life expect^ 



Poverty wields its destructive 
influence ot every stage of 
human life from the moment 
of conception to the grove. 
It conspires v\fith the most 
deadly and painful diseases 
to bring a wretched existence 
to all who suffer from it. 
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dLUcy is expected to decrease by the year 
20OO, whcrtas everywhere else it is in- 
creasing. In the richest countries it will 
reach 79 by the year 2000. In sormt of 
the poorest it will go backwards to 42 
years. The gap will chus widen, from 35 
years to 37, between rich and poor. By 
the year 20CO at least 45 countries are 
expected to have a life expectancy of 



Fig. L The life expedartcy maratban 
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under 60 years {Figr 1). 

In the space of a day, pas!>en^ers fly- 
infT from Japan to Uganda leave the 
country wttK the worlds highest life 
expectancy - almost 79 years - and land 
in the one with the world^s lowest — 
barely 4Z years. A flight between France 
and CSte d^I voire takes only a few hours, 
but in terms of life expectancy, it i^pans 
almost 26 years. A short air trip between 
Florida in the USA and Haiti represents 
a life expectancy gap of over 19 years. 

The purpose of this report is to high- 
light such inequities and, in a broader 
sense, to tackle what might appear to 
be simple question&j but arc in realit^' 
highly complex and not amenable to 
simple answers. 

Wliat are the global health pri^?ri- 
ties? Which are the major diseases, the 
major causes of death, handicaps di inabil- 



ity^ and reductitm of the quality of life? 
Which conditions cause mosr miscr^^, 
although they may not be fatal J Which 
countries, or communities within conn- 
tries, have the greatest heahh needs? 
Where should health resources be tar- 
geted? 

Seeking answers to thei^c questions 
is made more difficult by the poor quah 
ity or, in some instances, absence of data. 
The tools for measuring health status are 
still instifficLcnt and even those we have 
can often not be employed because c^f 
lack of resources. Moreover what yard- 
sticks should be used to measure health? 

One approach is to look jit mortah 
ity. Figures compiled for this report sug- 
gest that globally the biggest ^toup of 
killets are infectious diseases and para- 
sites, taking 16.4 million lives a year. 
Tliese are followed by heart disease, 
which kills 9.7 million. 

Another way to rrteasure health is 
m terms of disease incidence — the num- 
ber of new cases each year. Looked at 
this way, the biggest global problem is 
diarrhoea in children un^^er age 5, with 
L8 billion episodes a year- Diarrhocal 
diseases, inckiding dysentery, claim the 
lives of some 3 million child rer\ a yean 
According co available data sexually 
tramsmitted diseases come next, with 
297 million new cases per year. In third 
place are acute low^er respiratory infcc-^ 
tions among children urider age 5, such 
a?i pneumonia, with 248 million cases. 

Yet another w^ay of measuring the 
disease burden is in terms of prevalence 
- the total nutnbei of people with a 
given condition^ According to this yard- 
stick one of the major global heahh 
problems is goitre, with 655 million suf- 
ferers. Next comes chronic lung disease ^ 
with 600 million sufferers. But for a 
number of common conditions there fire 
no measurements. 

A fourth and even more difficult 
approach is to try to calculate the dis- 
ability a disease ot condition causes. The 
available data indicate that the biggest 
cause of disability across the globe is 
mood disorders, which aftect 59 mdlion. 
Other disabilities are easier ro measure: 
blindness affects 27 million people and 
leprosy 2-5 million. 
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^ See til E sacton flegmoi highlights in Chapter 2^ w/hich also 
ihows the distribution of Uterrher Stages ond Associafe Mem- 
bers in rtie sin WHO regions: Africa, AmericaSj Eoskrn MtditBr- 
mm, Euroa&H Soutti-fostAsio, Western Pocffic 

The age groupings usad for ttie purpose of this rspcrt are: cliil- 
dren, including infoots (under age S); schookge childr&n and 
adolescents [5-15 yeors); odolts {70-tA years); and the 
0 derly [6S years or more). Where iaforniolioa cannot b& as^ 
iigned to one of tfie&e categories, it is given under Gefm( 
heoith ,';sire5. 



On the basis of the data avfiilable 
and considered as reasoniiblv reliable, 10 
leading causei^ of death, illness and dis- 
ability have been idcnfified [Table I). 
Lack of data on certain disei^^^e.!^ hvis nec- 
essarily rcsidred in a bias that can. only 
be progressively corrected. 

The report highlights major health 
concerns in the world niday; it dot^s not 
attempt to prescribe solutions^ although 
in fiottie cases options are outlined. At 
the same time the report examines the 
burden of dh health not just by disease, 
hut also by n^Cy as the impacr: of illness 
differs [icross the age spectrum* Obvi- 
ously there are overlaps: malaria, for in^ 
stance, affects both babies and elderly 
people. \X/1iere possible, however, health 
status has been assessed for infants and 
children, for adolescents, for tidults and 
women in particular and for the elderly. 

This analysis is followed by an ac- 
count of what WHO is doin^ to bridge 
the gaps it\ health, by tacld ing some of 
the diseases and conditions that kill 
disable and inflict untold suffering across 
the planet. Highlights of the work in 
different WHO regions^ are presented. 
The rept >rr ends with an attempt to fore- 
cast health trends in the coming years 
and to chart a ftiturc for hu inanity - a 
future in which a baby will live* not die 
in its mother's arms. 

Child health^ 

Each year the world sees some 145 mil- 
lion children born. For millions, their 
btief existence is marked by pain and 
disease and ends in rragically early 
death. 

In 1993 more than 12,2 million chil- 
dren under the age of 5 died - a number 
equal to the entire populations of Nor- 
way and Sweden combined; twice as 
many living souls as there arc in Swit- 
zerland or f long Kong; three times the 
population of Ireland or New Zealand* 
However, 1993 also saw the number of 
children dying from vaccine -prevent- 
able diseases reduced by 1.3 million 
compared with 1985 - equal to the 
population of Trinidad and Tobago. 

Nevertheless around 2A million 
deaths among children under age 5 are 



still due to vaccine -preventable diseases, 
particularly measles, neonatal tetanus, 
tuberculosis, pcrttissis {whooping 
eough ) , p o 1 [ o my c I i t i s aiTid d iph cher ia* 

World goals are tu iTumunisc at least 
90% of the world's children under age I 
against these diseases by the year 2000, 
and also to immunize 90% of women of 
childbearing age. Tl\e global immuni- 
zation progtamme, which started in its 
present form in 1974, has been one of 
the great success stories in preventive 
medicine - but there are worrying signs 
that rccetit gains are being enjdcd or 
even reversed hy adverse social and eco- 
nomic conditions. 

Although there were 800 000 fewer 
deaths from measles in 1993 than in 
1985, the disease still kills about L2 
million children each year tn the devel- 
oping world. In 1993 global immuniza- 
tion rates, pet 100 surviving infants, 
stood at: 

■ 80 per 1 00 f o r po 1 i o my e 1 i t is 
(3 doses); 

■ 79 per 100 for diphtheria- 
pertuss is- tetanus (3 doses); 

m S 5 per 100 with BOG; 
m 78 per 100 for measles. 

However, these figure.s disguise deep 
pcxkcts of u 11 immunized children. In the 
deprived inner-city areas of many indus- 
trialized countries, coverage is lower 
than in the developing world, while 
overall rates in Africa (at around 50%) 
are still significantly below the global 
average. Despite immunisation the toll 
of iiifatit and child deatKs is likely to 
increase because uf j^rowth in the world 
population coupled with inability to 
provide optimal mother-and-child 
health care in many of the developing 
and least developed comuries, where 
most of the deaths ocent. 

The gap between developed and 
developing wotld in terms of infant and 
child survival is one of the starkest ex- 
amples of health inequity. In parts of the 
developed w(irld only 6 out of 1 000 
liveborns die before reaching age 5, 
whereas in 16 of the least developed 
countries the rate is over 200 per 1 000, 
and in one coumry it is 320 per 1 000. 
Infant mortality - deaths of children 
under age 1 - varies from 4-8 per 1 000 
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live births to 161 - a .13 -fold difference. 

Of all the deaths in the developing 
world (adults and children combined), 
3 1% are among children under age 5 - 
and tuost of these could have been 
avoided if those countries enjoyed the 
same health and soci.al conditions as the 
world's most developed nations, fnstead 
of more thtm 1 2 million deaths, there 
would have been 366 000. 

in the developing world some 23% 
of dearhs among children under age 5 
occur in the first week of life^ and .33% 
within the first month. While just un- 
der a quarter of neonatal (first week) 
deaths are due to prematurity and con- 
genital defects, two-thirds of perinatal 
(first month) deaths are associated with 
the delivery itself or immediate compli- 
cations and infections. In developed 
countries too perinatal deaths arc linked 
to obstetric practice s. 

In general, while infant and child 
mortality rates reflect: the socioeco- 
nomic development of a country, deaths 
during the first four weeks and mater- 
nal deaths - are largely preventable by 
health care. Much of the variation be- 
tween the developing and developed 
world in dead^s among newborns can be 
explained by differences in antenatal 
care - about half of all pregnant women 
it\ the least develfiped ccmntries have no 
antenatal care and 7 out of 10 babies 
are born without the help of a trained 
birth attendant. 

Other factors contributing to 
perinatal and maternal mortaliry arc the 
number and timin^^ of pregnancies, and 
maternal malnutrition - over half the 
pregnant ^vomen in the developing 
world are anaemic (which ?ilso results 
in high rates of low birth weight). Nearly 
a quarter of nevvborns in the iea.st de- 
veloped coim tries weigh less than 2,5 kg ^ 
a rate nearly four times that in the de- 
veloped countries* 

Infant mortality 

For most countries the infant mortality 
rare remains the best available overall 
indicator of health and development 
status. Although hugedisp^irities persist, 
globally the infant mortality trend has 
been encouraging, dropping from an 



avemge of 82 per 1 000 live births in 
19S0 to about 62 in 1993. However, 
about 3 million babies in the develop- 
ing world die during the first week of 
hfe. 

While many counrries have already 
reached the WHO targets for the year 
200O of infant mortality of 50 or less per 
I 000 live births, and of mortality un-^ 
der age 5 that does not exceed 70 per 
1 000 live births, ar least 56 countries 
for which data are available have not 
been able to do so; and 46 of those coun- 
tries are also unable to meet another key 
WHO target, an average life expectancy 
of 'dhoy^ 60 years. In at least 15 orhei 
cour^tric^ infant mortality is estimated 
to be above 50 per 1 000 live births. This 
means that in at lea^st 7 1 countries with 



^Thiough<nitthis report the sign 5 denotes United Stotes dollars. 



Sax J* The most deprived one in six 

A boby girl born in one of the least developed countries in 1 993 cai) expect lo live barely 44 
yeors - 2 years more ttion a boby boy born in Itie some year Her problems begin befofe 
birtti since ber mother is likely to be in poor bealtli. If she is bom in southern Asia, sbe bcs a 
1 in 3 chance of being underweigbt a greoter cbonce of dying in inlancy ond a high probabil- 
ity of being malnourished ttiroughout childhood. She has p 1 in 1 0 chance of dying before 
her first birthdoy and a 1 in 5 chonce of dying before her fifth. In some African countries her 
chance of being vaccinated is less than 1 in 2. She mil be brought up in inadequole housing 
under insonitary conditions contributing to diarrhoeal disease, cholero ond tuberculosis. She 
will have a 1 in 3 chance of ever getting enough schooling ^o learn hov^ to read and write. 
She may be circumcised at puberty witfi consequent effects on her life as o woman and a 
mother. She will marry in her teens and may have 7 or more children close togelter unless 
she dies in childbirth before that. Ancient trcditions will prevent her from eating certain 
nutritious foods during her pregnancies, when she most needs building up, and dangerous 
practices such as using an unsterile knife to cut the umbilicol cord and placing cow-dung on 
the stump may kill some of her babies v/ith tetanus. 

She v/ill be in constant danger from infectious disease from contominated water at the 
place where she bathes, washes clothes and collects her drinking-water. She will be chroni- 
cally anaemic from poor nutrition, molaria and intestinol parasites. As well as coring for her 
family she will work herd in ttie fields, suffering frorn repeated cttacks of fever, fatigue and 
infected cuts. If she survives into old age she will be exposed to the same afflictions cs 
women in the rich countries; cardiovascular disease and cancer To these she will succumb 
quickly, hoving no access to proper medical care and rehabilitotion. She will not be able to 
pay anything herself: her country currently has less than $9^ a year to spend on her health. 

Some 24 million babies, one-sixth of the world total, were bom in the least developed 
countries in 1993 and too many of them will grow up in miserable conditions of life 
and health, tquity demands thot the situation of these deprived infants be improved 
without delay. 
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a notAl population of ^ilmust IS billion, 
or almoKt 4^% of ihe world population, 
infant mortality iii 50 per 1 000 or more. 
The majortiy of thc.sc children art: in 
Africa, and some in. Asia. 

The gap in infant rnortaiirj^ beLweeii 
the developed and developing world 
narrowed by 50% during the years I960- 
1993, from 113 to 54 per 1 000 live 
births. At t:he same time the gap be- 
tvveen lea^^t developed and developing 
countries widened {Boxes I &2). 

Projections smuggest rhat in the year 
2000 infynt mortality in developed mar- 
ket-economy countries will be about 6 
per 1 000, in the developing world as a 
whole about 60, irnd in least developed 
countries about 97^ At the same time 
there are striking' variations within re- 
gions a.s well as between regions. In the 
AmeriCris, for example, the extremes 
ranged in 1 993 from just over 1 0 in Cuba 
to ^^6 in Haiti. In Thailand rhe figure is 
just over 27, and in Bangladesh almost 
1 07. However, higher material income 
need not necessarily imply a lower in- 
farir mortaliry or a high life expectancy 
at birth {Table 2). Several low-income 
countries have achieved rates that ^re 
cotTLparable to those of richer countries. 



Sax 2. The fortunate one la eight 

A f3aby girl born in one of the richest countries ir 1 993 con expect to live to the age of 82 - 
6 years longer than a baby boy bom in thot country the some year. As she grows up she will 
be assured of odequate nutrition, hygienic living conditions, schooling and advonced medicol 
care. She will receive full vaccinotion against all childhood diseases at tfie oppropriate age 
and ttie proper intervals. ShG will probably not marry until she reaches her twenties and will 
ttier hove one artv\'o childrer), properly spoced ond delivered in hospital aftei regular pre- 
natol checkups. The greotestdongers to her health in her middle years will he the risk of an 
accident at home or while she is out driving, or a porticulorly virulent influenza epidemic. 
As she enters old oge she will he liable to develop cordiovoscular disease or cancer, but 
will survive the first attacks of these 'jvith little disability becouse of excellent medicol core 
and rehabilitation services. She will receive good institutional care in her old oge. She wilt 
spend on overage, including government assistance, the equivalent of $1 540 on her healtti 
every yeof . 

Some 17 nnillion babies, one in eight of the world total, were born In the nnore deve^ 
oped nations in 1 993 and most of them will grow up to enioy conditions of life and heolth 
similor to those of this fortunate little gid. 



Mortality in diUdren under age 5 

h is t^srimated that in 1 993 global mor- 
tality amorifJ children under a^je 5 was 
87 per 1 000 live births, i,e. foi: every 
1 COO babies horn alive, S7 would die 
before reaching a^e 5. This reflecL.s a p^er- 
ceptible fall from rates of 21 S during the 
period \950^1955 and of 1 1 5 in 1980. 
However, most of che reduction is due 
to lower infant mortality; and it raises 
the question of ihe state nf health of 
those children who, having survived the 
hazards of infancy, nrtay subset[uently be 
maliKnirished and impaired in learning 
and development hy their fifth birthday- 

Once again there are substantial dif- 
ferences between countries. Mortality 
under age 5 in the developed world was 
an estimated 15 per 1 000 live births in 
1 993, while in the developing wt^rld the 
figure was 97. The rate for least devel- 
oped ceunrnes alone was 16b 

As with infant mortrility generally^ 
rhe gap in mortality of children under 
a^e 5 between the developed and deveb 
opin^ world hab narrowed since 1950; 
but it has widened bet ween less and leiust 
developed countries, 

hi the developing world, total deaths 
among children under age 5 in 1993 
were 12.2 million, down from 13,3 mil- 
lion in 1985 (Fig. 2). Mortality was 97 
per 1 000, compared with 1 15 in 1 985. 
This reduction was largely due to a 35% 
drop in vaccine-preventable deaths as 
well as 13% fewer deaths from acute res- 
piniton^ infections (about 8% of them 
from pneumonia) and 10% fewer from 
diarrhoea (including about 7% from 
diarrhoea alone). 

The effects of poor nvtritian 

Malnutrition contributes substantially 
to childhood death and disease bat of- 
ten goes unrecognised a.s such. In 1990 
more than 30% of the world's children 
under age 5 were underweight for their 
age. The propL?rtion ranged from 1 1 % 
of children in Latin America to 41% in 
Asia. The figure for Africa was 27%. 
This means that in 1990 some 31,6 mil- 
lion children in this age group were un-^ 
derwcight in Africa, 6.4 million tn Latin 
ALnerica and 154.8 million in Asia, In 
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the Nc3r Fj^sk the fij^urc was 53 million. 
Although myilnutrition is generally de- 
creasing, in ftome atcas the gain will he 
inote than cancelled out by continuing 
high fertility. For example in Africa the 
proportion of underweight children k 
expected to drop fro in 27% in 1990 to 
Z5% in 2C05 - but the Eictual number 
will increase from 31,6 million to 39.2 
ttiillion because there will be more chil- 
dren* In endemic areas malaria com- 
pounds the effects of poor nutrition. 

The effects of some specific diseases 
of malnutrition have been assessed. Pro- 
tein-energy malnutrition is a condition 
whereby people lack both energy from 
earbohydrdtc^, csyential protein, and 
V itariiLns aiid minerals, It is character- 
iicd by low birth weight if the mother is 
malnourished, poor growth in children 
and high levels of niortality in children 
between 12 and 24 months, and is esti- 
mated to be an underlying cause in 30% 
oi de^iths among children imder age 5. 
While protein -energy malnutrition gen- 
erally is declining^ the rate i^ iticreasiag 
in some sul>Saharan countries. 

As jnany as 43% of children in the 
developiny wtjrld — 230 milli(m children 
- have low height for rheir age (i.e. 
stunting) and 9% - 50 million chUdren 
have low weight for height. The rate 
of iou height tor age reflects the curiiu- 
lativ e effects of undernutrition and in- 
fections since birth or even before birth; 
high rates are often suggestive of bad 
environmental conditions and/or early 
malnutrition, A greater frcquency of low 
weight for height, on the other handi 
often reflects current severe undernutri- 
tion or disease. Some three-quarters of 
the wcjrld's malnourished children are 
to be found in Asia and although the 
overall prevalence is slowly falling) the 
nutubers continue to rise* 

Micronucrient malnutritiorij esti-^ 
mated to affect at least 2 billion people, 
refers to a oup of conditions caused by 
deficiency of essential vitamins and 
minerals such as vitamin A, calcium, 
iodine, iron and ;inc. Vitamin A defi- 
ciency is still the commonest cause of 
preventable childhood blindness w^orld- 
wide; iodine deficiency causes goitre, 
cretinism and btain damage; and 
anaemia results from insufficient iron 



intake. In the developing world, more 
rhan 55% of pregnant women are 
anaemic. More subtle eonseciuences of 
deficiencies include reduced effective- 
ness of the body s immune system. 

Iodine deficiency disorders pose a 
public health problem in 1 1 8 countries, 
with ovet L5 billion people living in 
environments lacking this mineral As 
a result at least 30 000 babies arc still- 
born each year and over 120 000 are 
born mentally retarded, physically 
stunted, deaf -mute or paralysed . Even 
when children are born otherwise 
healthy, a lack of iodine will trap them 
in mental dullness and apathy. The so- 
lution iodizing salt supplies - is rela- 
tively simply and costs as little as S 0.05 
per person per year. 



Table Z Inwme ranges with life expectancy at birth and 
infant martdity rate 



Income range 


Life expecttincy at birth 


Infant mortality 


(per capita GNPin US$) 


(years) 


rate 


1992 


1993 


1993 


15 000 and above 


70-79 


5-26 


10 000-14 999 


72-78 


7-22 


5 0OO-9 999 


63-77 


9-68 


1 0OO-4 999 


51-76 


10-93 


500-999 


45-72 


24-133 


100-499 


43-71 


27-158 



Fig. 2, 

16000 
14000 
12000 



Main tmses oi death among diSdren under age 5 
IB the developittg world 



-S 8000 

i fiooo 



2870 




2740 




Acute respirolgry infettions alone 
(mostly pneumonia) 

Neo-ond pemafuhouses 
(eKcludifig pneumcniQ; 
loduding neonatal tetanus) 

Diarrha&Q alone 

Vcccine-preventflble diseases 
(excluding neonatol tetcnus) 

All other causes 

{including m\u\\n and accidents) 
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A quarter of children underage 5 in 
developing ccuntiicy arc riak ot vita-^ 
mill A deficiency. Some 20% of chtldren 
with this deficiency are at inureai^cd risk 
of dctith troin common inft^ctionsj tind 
around 2% are blinded or suffer serious 
sight impfiirmcnT.. A number of coun- 
tries have or^ an lied twice -yearly di.stii' 
but ion by vaccination teams of vitamin 
A capsules to children between 6 
months and 6 years, Ttie capsules cost 
around $ C.02 each. 

The burden of disease 

Of the more than 4 million deaths a year 
from acute respiratory infections in the 
developing world, a quarter are linked 
to tnalnurritinn, and a further qutirter 
associated widi pulmonary complica-- 
tions of measles, pertussis (who opinio 
cough), malaria and lilV/AJDS. Some 
70% of deaths from acute respiratory 



BoxS. Breast-feeding 

Brenst-f&eding is an ideol way of providing food for the healfliy growth ond development of 
infants and has a unique biological and emotional influence on the health of the mother and 
child. The anti-infective properties of breast milk help to protect infants ogainst disease. 
Breast-feeding is ossocioted with lower rotes of ovarion and premenopausol breast cancer. It 
helps to reduce sepsis in rewborn babies as well as chest, ear ond Lrinory tract infections in 
children and gives significant protection against illness ond death associated willi diarrhoea 
in infants. Breast-feeding favours child^pacing. 

Available data indicote that breost-feeding has declined in many parts of the wodd for a 
variety of sociot economic ond cultural reasons. With the introduction of modern technology 
and the adoption of new lifestyles, less iniportonce is being attached to ttiis traditional prac- 
tice in many societies, precisely those where it is most necessa^ to safeguard the lieolth of 
infunts. 

it is true that in some developed countries breast-feeding rates hove shown a marked 
improvement. This is attributed to o combination of public education, social support and 
greater awareness on the part of health workers. Often, however, health services unwittingly 
contribute to the declining trend, either by failing to support and encourage mothers or by 
introducing procedures that interfere with the normal initiation of breast-feeding. Common 
examples of this are separoting mothers from their infants at birth, giving glucose water by 
bottle and teat beforG lactotion has been started, and routinely encojjraging the use of 
breast-milk substitutes. 

It is therefore essential that the staff of maternity wards and clinics for motefnal and 
child health ond family planning receive basic and in-service training on the health benefits of 
breast-feeding ond on lactotion management. All other health workers should be mode fully 
aware of the importance of breast-feeding. 



infections occur before the ftrst birth- 
day In 1993 one -quarter of all tle^iths 
amcmg children under age 5, over 3 mih 
lion, were due to diarrhoea and more 
rhan half of these children were mah 
nourished. Malaria, alone or with com- 
plication^f claimed nearly 1 million 
victinrLs, most of them in Africa and 
South'Eiist Asiu {Tahie 3). 

Acute respiratory infections, par-- 
ticularly ptieumonta, were the leading 
causes of death and accounted for an 
estimated 4.1 million deaths among 
children under af^e 5 in the developing 
wo]-ld. They 'die atso an imports ntcavii^c 
of morbidity in children. On average, a 
child in both developed and develop- 
ing countries has from 5 ro B attacks 
annually. Ahhnugh tnosr of these at- 
tacks are mild, self-limiting episodes, 
they are a frequent reason for seekinjJ 
heahh care, accf^unring for 30-50% of 
vistts by children to health facilities 
everywhere. They are also a leading 
cause of disability-, including deatness as 
a se qu e I a of o ti t i ^ n i ed i a . 

The incidence and severity of lung 
infections (pneumonia) are not spread 
evenly around the world. The incidence 
of pneumonia is almost constant in chil- 
dren in. developed countries, varying 
from 3-4% a year. By contrastj die inci- 
dence in developing countries ranges 
between 1 0% and 20% but Jt may reach 
much higher levels in area.^ with high 
prevalence of risk factors such as mat- 
nut lit ion J low birth wci^^hr and indoor 
air pollution. 

The problem is of encmnous dimen- 
sion s, bur there is a workable solurion. 
Significi-im and immediate reductions in 
mortality can be achieved by treating 
the underlying bacterial infections with 
low -cost, antibiotics for a few days. More 
than 4 million children are dying each 
year - one every 8 seconds - because of 
a lack of appropriate anribiotics given 
orally for .5 days, which cost on average 
$020 per treated child. 

To prevent measles anti pertussis 
(whooping cough) it is essential to en- 
sure that children are fully immunized. 
It is also important to fortify the nutri- 
tional status of ch ildrens to improve 
birth weight and to reduce children's 
CKpOiUie to indoor air pollution {Box 3). 
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Table 3, Estimated mortatity among ihitdren under age 5 in the developing woild, by cause of death ^ 

Causes! de^th 1985 1990 1993 



III a In vtrlKon-as » odated'^ 





^. ^ — ..^ . 


NvmlMr 
(000) 

. 


% of total 

■ — — — 


Number 
(000) 

— — — 


% of total 

— — — 


Number 
(000) 

- — — — 


% of totol 


Number 
(000} 


% of total 






'13 300 




12 600 




12 200 




3S49 










3&.6 


4 ZQO'' 


33.3 


4 110^ 


33.7 


1 090 


30,7 


1 


ARi (mostly pneunionia) 


3 250= 


24.4 


3 106"^ 


24.6 


3 000^ 


2^.6 


754 


21.2 


2 


AR '/measles 


1 085 


82 


605 


4.8 


640 


5.2 


197 


5.5 


3 


ARi/pertJSSis 


395 


3.0 


275 


2.2 


260 


2.1 


74 


2.1 


4 


ARf/malaria 






195 


1.5 


190 


1.6 


55 


1,5 


5 


ARI/HIV-related 


— 


-- 


20 


0.2 


20 


0.2 


10 


0,3 




N&o- and permatat 






3 750^ 


29.8 


3 715^ 


30 5 




7.3 ; 


6 


Birth asphyxia 


750 


5.6 


840 


6.7 


840 


6.9 


— 


__ 


7 


Neonatal tetanLS 


790 


5.9 


555 


4.4 


560 


4.6 


— 




8 


Congenital afiDmalies 


395 


3,0 


440 


35 


440 


3.6 


— 




9 


Birth trauma 


375 


2.8 


420 


3.3 


420 


3.4 


— 




10 


Prennatjrity 


375 


2.8 


420 


33 


410 


3.4 


258 


7.3 


11 


Meonatal sepsis and rreningitis 


175 


1.3 


295 


2.3 


290 


2.4 


— 






UlclllllUCa 


3350^ 


25.2 


3 125 


24.8 


3 010 


24.7 




48 0 ^ 


12 


Diarrhoea aione 


2 955 


2Z2 


2 870 


2Z8 


2 740 


22.5 


1 582 


44.6 


13 


Diarrhoea/measles 


335 


3.C 


215 


1.7 


230 


1.9 


131 


3.7 


14 


Diarrhoea/HIV-related 


— 




40 


0,3 


40 


0.3 


25 


0.7 
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u UiJU 


£. t * H 




1lt d 

. tVm^ .... 




I9eU ■ ■ 


fill? ■ 




2 


ARI/neasles 


1 085 


8.2 


605 


4,6 


640 


5.2 


197 


5.5 


7 


Neonatal tetanus 


730 


5.9 


555 


4.4 


560 


A.S 


— 




15 


Measles alone 


495 


3.7 


275 


2.2 


290 


2.4 


175 


4.9 


16 


Tubercuiosis 


295 


2.2 


295 


2.3 


280 


2.3 


— 


— 


3 


ARi/pertiissis 


395 


3.0 


275 


2.2 


260 


2.1 


74 


2.1 


13 


Diarrhoea/measfes 


395 


3.0 


21 5 


1.7 


230 


1 ,9 


131 


3.7 


-(7 
1 / 


P&rtussis alone 


1 33 






U.o 


1 nn 
1 uu 


U.H 


^n 


u.o 




IVIeasles 


1975 


14.S 


1 D95 


B.7 


1 1GD 


9.5 ■ 


503 


14.2 


2 


ARI/neasles 


1 085 


8.2 


605 


4,8 


640 


5.2 


197 


5.5 


ID 


Measles alone 






D 


£.1. 


^yu 




1 / 3 




1 1 

lo 


D i arr h oea/ m 6 as les 




a.U 




1 7 




1 .a 


16 \ 






Malaria 


740 




953 




940 


(J 




0.4 


18 


Malfiri^i ^linnp 






635 


50 


660 


5.6 


66 


1.9 


4 


ARI/malaria 





_ _ 


195 


1.5 


190 


1.6 


55 


1.5 


19 


Malaria/anaemia 








125 


1.0 


70 


0,6 


— 


— 




Obp|-iit^i& 

renussis 




A A 


071: 










■■ n Of;!- ■ 


3 


ARI/pertussis 


395 


3,0 


275 


2.2 


260 


2.1 


74 


2A 


17 


Pertussis alone 


195 


1.5 


100 


0.8 


100 


0.8 


30 


0.3 




Malnutrition 






250 




190 


1.6 


12D 


3.4 i 


20 


Malnutritroii aione 


— - 





125 


1.0 


120 


1.0 


120 


3.4 


1 3 


Ma iaria/anasm la 








1 .u 










21 


IVIeningitis 






145 


1,2 


100 


o.ii 


21 


0.6 




HlU-related 






75 


0.5 


75 


0.6 


40 


1.1 


14 


Diarrhoea/HIV- related 






40 


0.3 


40 


0.3 


25 


0.7 


5 


ARl/HIV-related 






20 


0.2 


20 


0.2 


10 


0.3 


22 


HIV/Gttiers 






15 


0.1 


15 


0.1 


5 


0.1 


23 


Congenital syphilis 






195 


1.5 


190 


1.6 


























24 


Accidents 


195 


1.5 


195 


1.5 


170 


1.4 






25 


All other causes 


440 


3.3 


200 


1J 


1C5 


0.9 


4f 





^ Es:imale£ as 01 1 Ajgjst 1994 and total deaths based on World popuiatbn pmsp^cts. 1^2remm. Hew York: United Mations, 1993. Rrst column gives 
i1em reterence number. 

Based on ttie assumption that the percentage of mainutrition-asociated deat^s for a given cause is constant, and that the change In the number of 

malnourished children is equal toctianges in cause -specific deaths between 1990 and 1993. 
■■ Including ARl/nnaiaria and ARI/H I V-f elated deaths and 780 GOO deaths from neonatal pneumonia. 

Including 730 000 deaths from neonatal pneumonia. 
' Including 755 000 deaths from neonatal pneumonia. 

' Inctud ing diarivoea/H I v-reidted deaths, si nee they were not listed separately in \ 9SS. 
— Data: not available. 
-- Data not applicable 
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Diofrhoeol diseases 
were responsible for Qround 
3 million childhood deaths 
in the developing wodd 
in 1993. 



Diarrhoeal diseases arc associated 
with unsafe waiter ^ind poor sanitation, 
coupled with poor fooi'handlin^ prac- 
tices. They are a graphic example? of the 
synert^y of poverty and lack of knowl- 
edge. Prevention and control, therefore , 
do not solely rest with the health ser- 
vices but depend on education inid eco- 
nomic development. 

Diarrhocdl diseases were responsible 
for around 3 million childhood deaths 
in the developing world in 1993, About 
80% of these deaths occurred in the first 
two yeatfN of life. The main cause of 
death from acute diarrhoea is dehydra- 
tion from the loss of fluid.s and electro- 
lytes. Across the globe there are im 
estimated 1.8 billion episodes of child- 
hood diarrhoea atmuatly, tnti^tly in de-^ 
velopin^ countries. Each episode of 
diarrhoea, if not properly managed, con- 
tributes to malnutrition; when episodes 
are prolonged their negative impact on 
growth is increased. In terms of inci-- 
dence, or new cases per year^ this con- 
dition dwarfs all others. 

Many of the deaths due to d iarrhoea 
could also be prevented through the 
early replacement of fluids, usually by 
moath, using whenever fluids arc avaih 
able in the home, and continued feed- 
ing. Children fed cictively during and 
after diarrhoea have a better outcome; 
they grow normally even if they suffer 
repeated episodes. If children develop 
signs of dehydration, a special fluid con- 
taining a balanced mixture of salts (oral 
rehydration salts, or ORS) is needed. 
This fluid cati be prepared in the home 
by mixing w ater with a packet of ORS. 

ORS cost on average just $0.07* 
Thanks to local production and support 
from the International communicy, 
these packets are now widely available 
in developing coimtries. In some 10% 
of cases of dehydration, even these salts 
are insufficient and intravei^ous 
r chydrat ion i s req u i re d . 

With multiseetoral action to pro- 
mote nutrition {in particular breast- 
feeding), food safety, education and 
hygieEiic behaviours (haiidwashinji, 
propel' disposal offaeces, maititainin^ 
drinking-water free from faecal con t ami- 
natioHt thorough cooking of food) as 
well as though immunisation, against 



measles, the number of episodes could 
be substantially reduced. 

Neonatal tetanus is usually caused 
by the introduction of tetanus spores 
either during deliver^"^ when the umbili- 
cal cord is cut with an unclean instru- 
ment or after delivery when the 
umbilical stump is "dre.ssed" with 
heavily-contaminated substances, fre- 
quently as part of birth rituals. Overall 
the disease is fatal in 8 out of 10 cases, 
and it claimed the lives of an estimated 
560 000 ncw^horn babies in 1993. 

The gofil of eliminating neonatal 
tetanus has been achieved in many 
countries and are as ^ particularly through 
expanded immunization of women of 
childbearing aj^e with r.ecanus toxoid. 
Globally, however, coverage of women 
is below the rates for other childhood 
immunizations and hns risen rehitively 
slowly, fronn 34% in 1990 to 45% in 
1993. 

Alongside immunisation, the use of 
simple inexpensive instruments during 
birth can contribute substantially to 
tetanus reduction. Kits containing ster- 
ile equipment such as a razor blade, soap, 
cotton, a thread and a plastic sheet to 
provide a clean delivery surface have 
been used to very good effect in China 
and other pirirts of the world. They are 
usually made locally. In Nepal, for ex- 
araple, they ate produced by a women'.s 
cooperative and sold at a very low price* 

Overall, on die basis of reported cov- 
erage i^nd e.stimatcd vaccine efficacy, 
WHO calculates that in 1992 immuni- 
zatkm prevented 2.9 million deaths ftom 
measles, neonat^il tetanus and pertussis 
in the developing world as w^ell as 
563 000 case s of p a raly t ic pol io my el iris. 
Nevertheless there were more than 
2 million deaths from measles, neona- 
tal tetanus and pertus.sis, and over 
114 000 cases of polio my el it: is during 
that year (Mtijjs 1A& IB). Among chil- 
dren born in most uf the developing 
world, 1 in 1 000 can he expected to 
become lame from poliotnyelitis, 4 in. 
I OOO to die from neonatal tetanus, 3 in 
1 OOO from pertussis and 1 in 100 Irom 
measles. 

Since the mid-1980s there has been 
a strikinf^ resurgence of diphtheria 
in parts of eastern Europe, the Russian 
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Federation and Ukraine. The main, rea- 
sons are decreasing? immunization cov- 
erage among infants and children ^ 
waning immunity in adults, population 
movemenLs Find an irregular supply of 
vaccines. 

In developing countries routine im- 
munization was introduced in the late 
1970s^ and coverage of infants with 
three doses of diphtheria toxoid reached 
46% in 1985, and 79% in 1992. Recent 
diphtheria outbreaks in a number of 
countries have demonstrated a shift in 
the yge distribution of cases to older 
children and adults. 

Measles vaccine costs $0.14 per 
dose, and d i phtheri a -pertussi is -tetanus 
vaccine $0.60. Because it involves only 



fox 4 Behaviour and health 

Political, ecoronnic, sociat culhjrol, ervironrnental and biological factcrs con all favour or be 
hormful to health. Behoviour is of importance to health ofther directly through leorned lifeslyles 
or indiiectly in ttie ervironmsntal and socioeconomic context. Personal choice of behaviour 
can be one of severd risk factors octing in combinotion to cause a disease (for instance poor 
diet, lack of exercise and smoking all contribute to cardiovoscular diseases). At the same 
time individual and collective tetiaviour plays an indirect but cracial role in the prevention 
and control of nnany communicoble diseases. 

Lifestyle-reloted diseases and conditions ore responsible for 70-80% of deaths in devel- 
oped countries and oboDt 40% in the developing world. Examples are cardiovascular dis^ 
eases, cancer, diabetes, chronic bronchitis, obesity, malnutrition, mental and behavioural 
disorders, accidents arjd violence, alcohol and drug dependency, HlV/AlDS and other sexi> 
ally transmitted diseases, vaccine-preventable infectious diseases, vectorbome and foodborne 
diseases, and levif birtb weight. 

Changing people's behaviour requires an understanding of the practice and reasons that 
underty it as well as a dear idea of tbe preferred befiaviour. The aim of health promotion 
policies and programmes should be to stimulate health awareness and responsibility and to 
advocate conditions which favour health. 

Among tbe successful interventions with o significant communication and education com- 
ponent have been use of oral rehydrotion salts by mothers to prevent diarrhoea! disease in 
children under age 5; organi?otion of immunizahon campaigns; tbe reduction of ischaemic 
heart disease in some developed countries; and improvement of nutrition. Similarly studies in 
developing countries have shown that mothers' knowledge of childbirth influences theit par- 
ticipation in prenatal counselling, pregnancy behaviour and compliance with dietary recom- 
mendations. Experience of schistosomiasis contml too has shown that o combination of 
educotion and community-based diognostic and treatment services gives the best results. 

The main ecological, social, economic and political actions required to creatG supportive 
environments include establishing healthy public policy with the involvement of all sectors; 
strengtfiening community participation and upgrading persor)nel skills; and reorienting health 
services towards prevention and health pramotion. 



a slight inctease in cost, yetlow fever 
vaccine has been added in the last two 
years to the immunization schedules of 
17 of the 33 African countries at risk 
from this disease, and 48 countries now 
givt routine hepatitis B vaccination to 
children to help prevent liver cancer 

Malaria, directly or in associatirin 
with acute respiratory infections and 
anaemia., kills more than 1 million chih 
dren a year in the developing world, 
accounting for about half of all rnalaria 
deaths globally, most of them in Africa. 
Because of the combined effects of nu- 
tritional deficiencies and malatia, many 
women, in malarious regions are 
anaemic. As a result, at least 25% of 
babies of first piegnancics in some en- 
demic areas have low birth weight. 

Recent studies show that children's 
lives can he saved by bednets impreg- 
i^ated with insecticides. One :^tudy in 
Gambia found that the use of such nets 
reduced tnalaria deaths among children 
by 60^70%. 

A.smm, Trkhum and hookworm 
infectiom are associated with uiYdernu- 
rritinn, growth stunting and iron defi- 
ciency in children, and have an adverse 
effect on cognitive function in school- 
children. It is estimated that some 204 
million children aged 5-14 are affected, 
or I in .5. 

Dengue also significantly affects 
children. 

Rheumatic fever, which can cause 
fatal heart problems^ is a major health 
concern in developing countriesj ac- 
counting for 3 out of 10 hospital admis- 
sions. 

I^iahetes mellitus affects about 1 in 
every 1 000 children under age 15 in 
industrialized countries, although it ap- 
pears to be rarer in devebpinj^ countries 
- perhaps because it may be overlooked 
or inadequately treated. Insulin is widely 
available in inJustrialized countries/but 
not in the developing world because of 
its price there. It costs IIO'-ll per vial 
in Africa and Ladn America, as com- 
pared with only $2 in western Europe. 
Owing to lack of insulin, many children 
with diabetes in developing countries die 
within five years of onset of the disease. 

Children are bearing a huge atid 
growing burden from the HIV (AIDS 
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pandemic, both directly as sufferers and 
as a result af see mg parent siblings and 
other relatives die. It i,s estimated that 
by the year 2000 there will be over 5 mil- 
lion children infected with HIV and 
perhaps a further 5-10 milhon who have 
been orphaned since the pandemic be- 
j^an. Mariy AIDS orph^ms lack iove and 
family support and risk becoming street 
children with all the attendant perils to 
health and emotional welhheing that 
such a life brings. 

The factors which govern transmis- 
sion of the virus from infected mother 
to newborn baby are still far from being 
understood. Maternal transmission races 
seem to vary across the globe, rant^injf 
from around 1 3% in Europe to around 
3040% in developing coLintries, accord- 
ing to some studies. The infcctivity of 
different strains of I IIY or the immune 
system of the ototht^r (often weakened 
by mahiutrition and other diseases) may 
be factors in the higher transmission 
rates in d eve 1 op it\g countries. 

In Africa about 700 000 children 
were bom to HIV-positive women in 
1993 alone, of whotn perhaps one- third 
were themselves infected- In Zambia 
and Zimbabw^e it is calculated that AIDS 
will increase mortality between the ages 
of 0 and 4 years nearly chreefoUh In 
Til a i land AIDS will increase child mor- 
tality nearly fivefold, and in Kenya and 
Uganda the rates will double. In short 
AIDS will reverse nvAny uf the hard-wori 
ttTiprovements in child survival which 
have been achieved in developing coun- 
tries over the past 20 years. 

Health of school-age children 
and adolescents^ 

Across the world some 23 billion people ^ 
about 40% of the total population, arc 
aged under 20. It is largely true that 
teenagers and young adults are biolo^^i- 
cally healthy, but young people arc 
among the most vulnerable in terms of 
the diseases of society - poverty, exploi- 
tation, ignorance and risky behaviour. 
The least developed coutitries have very 
young and rapidly increasing populations 
for whom health services ate not meeting 
adolescent rieedsn Education, training 



and jobs for the young are 
not adequate. In squ^mdering the 
health of its young, the w^orld squanders 
its tomorrows. 

Tlie behaviour patterns established 
in adolescence, highly influenced by the 
adult world, are of immense importance 
to an individual's life span and to pub- 
lic health as a whole* The dramatic ex- 
pa tis ion of telecomtuunications and 
ttavel, a shrinking or in some cases dis- 
integrating family structure, increased 
access to harmful substances, earlkr 
puberty and sexual experimentation 
mean that adolescent behaviour has 
important health repercussions (Box 4). 

Despite the difficulties they face, 
individual young people throughout the 
world contribute substantially to their 



Box 5. Hedth^ education and nutrithtt 

Education of females as a driving force for better health has been extensively studied and 
documented, Edjcated women ger&rall/ do not hove early pregnancies, ore able to space 
tfieir pregnondes, hove better access to information related to personal tiygiene and core of 
their children, aid make better use of heolth care services. Higher literacy rates among 
women ore associated with low fertility and maternal mortality as well as with low infant 
mortality. Recent studies demonstrate ttie complexity of such relationships - for example 
there appears to he a link between high drop-oyt rates in primary schools and high preva- 
lence of malnutrition omojig primary schoolchildren (fig, 3i, A recent study in tfie Indian 
state of Tamil Nadu, with a population of more than 60 million, showed that a midday meals 
programme for schoolchildren together with improvement of health core for women and their 
babies mised retention levels in schools, reduced child mortalitjf, increased immunization 
mtes - and led to a dmmaticfcll in infant deaths from 90 per 1 000 live hirlhs in 1984 to 
57 in 1 991 . This in turn seems to have reduced the fertility level to 2.5 children per woman 
in 1991 and Tamil Nadu is now said to be on the threshold of achieving zero population 
gro'jvth, 

Unesco's Wodd educotion report identified as a major challenge the very large 
numbers of youths who have never had an opportunity to receive formal education of any 
kind, or who have dropped out of the formal system before learning anything of value to 
themselves or societ)'. The 1 990 World Conference on Education for All tolled for innovative 
approaches to meeting basic learning needs, possibly jtilizing the entire range of communi- 
cation media available to socie^/ - populody called the ''third channel" opproath. However, 
global use of resources for o multimedia approach is constrained by the linnited communica- 
tions infrastructure in many countries. Studies on the relative contributions of variables such 
as education, nutrition and heolth care and their synergistic effect on maternal and child 
health are being pursued by WHO to help determine the most efficient allocation of scarce 
resources for health. 



The age Qfoupings used fof the purpose of fliis reporr ore; children, in{1uding infonts [LPider age 5j; schookge thildren and odole^- 
(ents {5-1 9 y&prs); adwits C20-64 yeors); one tfte eEderiy {65 yeors or more). WHO defines adolescenls os baing batwMi the ag^s 
of 10 ond 19, ardyouny people barvve^t? the ages of 10 ond H. 
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families' welfore. Even in the most des- 
perate circumstances, many young 
people demonstrate resilience^ courage 
and idealism which the world cannot 
afford to lose. Millions belong to nnn- 
governmerital organizations (NGOs) 
which promote health and development 
and a vision of a fairer world. 

Educatiasi 

A blackboard and a piece of chiilk can 
be as powerful as antibiotics and effec- 
tive contraceptives. At first glance edu- 
cation may seem to have Little to do with 
physical well-being and sensible fertil- 
ity' practices - but schooling is closely 

Fig, 3. Health, education and nutrition 
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linked to health statti^ and pregnancy 
rates (Box 5 & Pig. 3). One of the most 
powerful ways to promcjte equity, en- 
hance development ynd protect health 
for a.11 is to improve the educatioti of 
adolescents in genetal and girls in par- 
ticular. Education is a right to which all 
young people are entitled. Policies ate 
needed to prolong minimum school- 
leaving agjes realistically, so that girls as 
well bt>yi5 ca.n benefit from modem 
education and training. Laws that pre- 
vent pregnant schoolgirls from attend- 
ing school jeopardize the it future 
development. 

Sex wl relationships and their 
cottsequemes 

The desire for sex and a fulfilling rela- 
tionship are powerful driving forces for 
most young people as are pressures to 
engage in sexual relations; yet many are 
denied even basic knowled^Je about their 
own bodies or the meaii^i to protect 
themselves from unwanted pregnancy 
and sexually Transmitted diseases 
(STDs). PregTiancy in younger women 
carries far higher risks of death or long- 
term complications than in older 
wo men J and there are severe risks in 
those aged 13-17* Maternal mortality 
rates at ages 15-19 are double the rates 
at 20-24i and those at a^es 10- 14 five 
times higher in some countries. 

A large proportion of first m^arriages 
and first births involve adolescent 
women in developing cDuntrics* Recent 
surveys in Africa found that in 14 coun- 
tries at least half the women uiarried 
before the age of 18. In Niger, for ex- 
ample, nearly half of all women are mar- 
ried by the age of 15, and 2 out of 5 have 
at least one child by the age of 1 7. Stud- 
ies in Latin America and the Caribbean 
show that 30-60% of marriages take 
place during adtjlescence* Against this 
background^ access to information and 
services to prevent unwanted and too- 
early pregnancies ts the exception rather 
than the rule. It is often believed that 
information and the provision of con- 
traception will lead [o promiscuity, 
whereas the evidence suggests the op- 
posite. Moreover effective prevention of 
pregnancy reduces the number of abor- 
tions in young women. 
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Sexually transmitted diseases 

STDs are mosT frequent in sexually tic- 
tivc young people aged 1 5-24 '^nd their 
high incidence is continuing. The hi^h- 
est i^ares for notifiable STDs are gencr- 
ally seen in the 20' 24 figc group, 
followed by those aged 15-19, then tbosie 
aged 25-29. However, in most of the 
world the peak a^^e of infLx:tion is Icnver 
in girls than in boys. 

Although STDs fire generally well 
treated in the developed world, iidolcs- 
cents arc rhc IcM.sr likely to make use of 
treatment services because of ij^norance 
or fear of parental disapproval. In the 
developing world, facilities for treating 
STDs are given low priority. In addition 
there are worrying reports that 
gonorrhoea and chancroid have become 
resistant to inexpensive antibiotics - 
thereby iticrcasiiig the cose of treatment 
in conn trie :^ which can least afford it. 

The long-tertn consequences of 
STDs are well established. They inc hide 
iiifertihty, pelvic inflammatory disea,se?;, 
ectopic pregnancy, sepsis which can lead 
to death) several types of cancer pFirticu- 
larly cervical cancer> as well i}^ prema- 
ture birth and perinatal and ct^ngcnital 
prohletTis. 

AIDS and HIV 

Tht hopes and lives of a generation, the 
breadwinners, providers and parents of 
the faturc. are in jeopardy. They include 
many talented citizens such as engine cry, 
teachers, doctors^ nurses and craftsmen, 
who could build a better world and 
shape the destinies of the ct^untries they 
live in, and who face tragically early 
death. 

In tnany countries in the develops 
Lng world up to two -thirds of all new 
HIV infections may be occurring among 
15-24 year olds. Ovendl it is c.-^timated 
that half the j^lobal hi IV inf ections have 
been in people under age 25 , Up to 60% 
of infections in females are believed to 
occur by the age of 20. 

The death toll from AIDS is ex- 
pected to exceed 8 million by the ye;.^r 
2000. Mo5t of these deaths will be in 
developing countries, and the remain- 
der will be increasingly among people 



living in the industrialized W'Orld. AIDS 
will become^ if it is not already, largely 
n disease of the poor and therefore of 
less interest to the ricli and puweifuL 

The trurK is that young people could 
be siived by using condoms. A condom 
costing as little as $0.03 - ^ US cents - 
seems a fragile harrier to hold a formi- 
dable virological foe at bay; hut it is all 
we have, and must be used. 

The unfair harden of gender 

The discrimination against women that 
manifests itself throughout their lives 
begins almost from birth - in some cases 
even while they are still in the womb - 
hnr It becomes acute during the years of 
adolescence. Two centuries after the 
abolition of slavery in much of the 
world, women are still treated almost as 
slaves in many societies. Tlieir chains 
are those of lack of education and ac- 
cess to fettihty control, and of pre judice, 
discrimination and economic depend- 
ence. 

As WHO's Global Commission on 
Women's Health forcibly points out, the 
adolescent girl is especially vulnerable 
to oppression and violence of all kinds 
because of her relative lack of power 
physically, socially and economically. 
She will often have lower starus in the 
household, lower status in the workplace 
and less opportutiity for edtication, 
training, employment and inheritance 
rights, all of which make for greater vuh 
ncrability. It is not just the overt acts of 
violence such as rape which arc damag- 
ing; and unquestionably underreported, 
but also the implicit threat of violence 
which may determine much of what she 
is i;>hliged to do. Such violence breeds 
many problems, including damage to 
reproductive KealtK, and has mental 
health consequences ranging from anxi- 
ety and sexual dysfunction to severe 
depression and suicide. 

TabaccOj. akohal and other drugs 

The seeds of unhealthy behaviour which 
will kill or handicap a person in adult 
hfc are laid in adolescence. Young 
people, because they are going rhrough 
a stage of stress, experimentation and 



The death toll 
fm AIDS is expected 
to exceed 8 million by 
the yea f 2000. 
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often rebellion against parents^ can be 
heavy uHtrs of alcohol and other dm^s^ 
In poor urban areas the sniffln^^ of ^^lue 
or paint th inners poses additionril risks 
to health. Cigarct i:e smolcing will evcn-^ 
tually kill 1 user in 2 and significantly 
shorten the lives of others. The vast 
majority of new smokers start in adoles- 
cence. There is growing evidt:ncc th[it 
young ^^irls are tykin^ up .sin ok in g, Thi.s 
poses an addltion^il risk liis tobacco can 
increase the risk of heart disea^ie from 
the contraceptive pill, can cause preg- 
nancy cotnplications and can damage 
the cervix. There are high mtes of smok- 
ing amongst you tig people in Europe, 

Tahk 4, Smoking habits of adatestentSjr selected countries 

Country Year Age group Regular smokers (%) 









Male 


Female 


France 


1990 


12-18 


49 


40 


Philippines 


1987 


15-19 


38 


38 


Tliailand 


1991 


15-19 


23 


1 



Latin America, Asia and parts of Africa 
(Tahhi -4). Very few petjple take up the 
habit after the age of 20 or so. The 
sooner smoking starts, the greater is the 
loss of life expectancy, and the harder it 
is to stop. Peer group influence and ad- 
vertising pressure arc sowing a bitter 
harvest of future ill-health and early 
death. UMCTAD estimates that since 
19SS expLiits of tuanufactured tobacco 
have been increasmg to match the 
growing demand^ possibly fueled by 
advertising. 

Street children 

Particularlv in the megacities t>f the de- 
veloping world, large numbers of chil- 
dren live and work on the streets, a high 
proportion without any family support* 
They ate at high risk of malnutrition^ 
tuberculosis, STDs including HIV and 
AIDS, parasite and worm infections, 
and skin diseases. Both sexes are highly 
vulnerable to drug abuse, prostitution 
and criminal exploitation, anid in some 
regions street children risk summary 
execution from death squads. Recent 



estimates place their number at as many 
as 100 million. There may be 40 mih 
lion in Latin America, 25 million in 
Asia and 10 million in Africa, with 
about 25 million in other areas includ- 
ing the developed world. In 1993 WHO 
launched an innovative project to study 
the links between street children and 
substance abuse, carrying out intt'r views 
with 550 young people in iO cities 
throughout the world. The study noted 
regular use of alcohol and other dnjigs 
by a major proportion of street children 
in all cities. The most widely used sub- 
st^inces were those which were cheap 
and easily available including alcohol, 
tobacco, cannabis, glue, solvents and 
phannaceuticais. The use of cocaine, 
heroin, amphetamines, combinations of 
drugs and drug injecting was also re- 
potted. Often the lives of street children 
are intimately entwined with the illicit 
drui? industry. Street children are used 
in the product itin and marketing of co- 
caine and die trafficking of cannabis atid 
heroin. 

Most street children describe major 
losses in their lives* Many have lost fam- 
ily members through diseases such as 
AIDS, natural disasters and murder. In 
Rio de Janeiro (Brazil) 55% of those 
interviewed said they had attempted to 
take their own lives. 

Although poverty and rapid urban- 
izatitm arc majt?r ct)ntributing factors to 
the problem of street children, many 
claim that physical and sexual abuse 
w^ere the reasons for their leaving home. 
Many too are he low the age of consent, 
do not have parents or ^juardiaits, do not 
know a trusted adult who could accom- 
pany them for medical txeattnent and do 
not have the necessary doeumeiitatton. 

There are particular problems in the 
provision of health and welfare services 
to street children with regard not only 
to health care but also to housiag, web 
fare benefits, edticational oppotttjnitiesS 
and employment. After being turned 
away ftom different services on many 
occasions J and having no adults to speak 
for them, the children con.sider it is 
poititless to try again even when they 
ate ii\ great need. 
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Child labour 

Surveys by ILO in 1 990 found that over 
79 million children under the age of 15 
were oblij?ed to work. In some cases chil- 
dren 'cVS yaung as 5 years hiive been re- 
p{>rred as being in paid employment. 
Africa and Ai^u dominate the data on 
cb ild laboLiL These two regions account 
for 70% of the countries and 94% of the 
working children in a survey of more 
than 100 countries carried out in 1992. 
In Asia 15% of children aged 10-14 were 
working, and 22% in Africa. 

Children are in particular danger 
frotn unsafe and t>ften illegal working 
conditions and from exposure to hazard- 
ous chemicals, industrial ucids, solvents 
and heavy metal fumes. Children, some 
as young as 6 years, labour for long hours 
for a half or a third of the adult wage. In 
the fields most work barefoot, and are 
thus exposed to parasites and other dis-- 
eases. Many yre undernourished arid 
thus particularly vulnerable to the ef- 
fects of pesticides. 

In addition to paid employmenr, 
million^j of children are required to do 
unpaid family labou^^ often in gruelling 
agricultural conditions, fromhoeinfj and 
weeding to spreading pesticides and hur- 
vesting crops. Girls labour at home 
clean inf^, cooking, fetching water ^nd 
feeding domestic animals. Even small 
children gather firewood and parents 
who do not need their children's labour 
may hire them out to neighbouring 
farmers, 

AtcidentSj. violencB and suicide 

Between the ages of 5 and 14, injuries 
account for more than a fifth of deaths 
of boy& and a seventh of deaths of ^ iris 
in the developing world. In developed 
regions, although the number of deaths 
is sinaller, 57% of male deaths and 43% 
of female deaths in this age group are 
due to injuries, niainly trathc accidents 
and drowning. 

There is grc^wing concern about the 
numbers of young people who die as the 
result i)f violence f and the number wha 
arc taking rheir own live&. Young people 
are increasingly victims of violence and 
are themselves physically aggressive to- 



wards others. Every day in the USA 

9 people under the age of 18 are mur- 
dered. Adolescents are mice as likely as 
adulrs to be the victims of crime, and 

10 times more likely than elderly people. 
There seeniij to be a worldwide trend 

of increasing violence. Poverty, unem- 
ployment, overcrowding and reduced 
control over rhe upbringing of young 
people are key factors. So too are drug 
and alcohol abuse, frequent exposure to 
violence on the streets and on televi- 
sion and for many a sense of failure, fais- 
tration and hopelessness. 

Thar these last three emotions arc 
widespread and profound among young 
people is beyond doubt, and tragically 
reflected in evidence rhar suicide rates 
among young people appear to be rising 
in htith developed and developing coun- 
tries more quickly than in all other age 
groups. In most countries suicide is sec- 
ond only to accidents as a leading cause 
of death among the young. Young men 
commit suicide much more often than 
young women who, however, attempt 
suicide with much greater frequency. 
The ratio of attempted suicide to com- 
pleted suicide among adolescents has 
been estimated at 40 to 1 in most in- 
dustrialized countries. If so many of 
today's young have already run out of 
hope, the challenge for adult society is 
to persuade them that life is worth 
living. 

Health of adults 

Disease patterns 

I n terms o f d isease m< >rt al i ty, infectious 
and parasitic dii>eases are the biggest 
group of kdlers on the planet. As far as 
specific causes are concerned, diseases 
of the circulatory system — heart attacks 
and stroke - arc the largest single cause 
of death. 

Globally about 51 million people of 
all ages died in 1993. Some 39 million 
deaths took place in the developing 
world and about 12 million in the de- 
veloped. Poor countries had three times 
more deaths than rich ones. Some cau- 
tion is necessary in inrcrpreting mortal- 
ity figures, since reliable data on causes 



Suicide rates among 
young people appear to be 
rising in both developed and 
developing countries more 
quickly than in all other age 
groups. If so many of toda/s 
young have already run out of 
hope, the challenge for adult 
society is to persuade them 
that life is worth living. 
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Table 5. Global fceirfrt sitaatian: martatity, morbidity and disability, selected causes, all ages, 1993 estimates^ 
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iff causes 



infectious a/?rf paiasitic diseases (saiecteti), of whicfi: 

Acute lower respiratory infections under age 5 

Diarrhoea under agG 5, including dysentery 

Tuberculosis 

Malaria 

Measles 

Hepatitis B 

Whooping cough 

Bacterial nneningitis 

Schistosomiasis 

Leishmaniasis 

Congenital syphilis 

Tetanus 

Hook^i\'orm diseases (ancylostomiasis and necatoriasis) 

ARoebiasis (entamoeba histolyttca) 

Ascarias*s (roundwornn) 

African trypanosonniasis (sleeping sickness) 

American trypanosomiasis (Ctiagas disease) 

Onchocerciasis (river blindness) 

Meningitis (meningococcal) 

Rabies 

Yellow fever 

Dengue/dengue haemorrhagic fever 

Japanese encephalitis 

Foodborrietrematodes 

Cholera (officiaily reported figures only) 

Poliomyelitis 

Diphtheria 

Leprosy 

Plague 

Lymphatic f ilariasis 
Trichuriasis (whipworm) 
Giardiasis 
Trichornoniasts 

Chlamydial infections (sexually transmitted) 

Genital mrXs 

Gonococcal intections 

Genital herpes 

Other syphilitic infections 

Chancroid ( Jjaemophitu s ducreyi) 

Endemic treponematoses 

Dracuiculiasis (giiiea-worm disease) 

AIDS 

H\V (seroprevslence) 

Ferinatdf antl neaoataf caases (sef&eted), of whicti: 

Birth asphyxia 
Congenital anonnaiies 
Neonatal tetanus 
Birth traiitna 
Prematurity 

Neonatal sepsis and meningitis 

fi^atomai causes (selected), at whiGk- s - 

Haemorrhage 
Indirect causes 
Sepsis 
Abortion 

Hypertensive disorders during pregnancy 

Other direct obstetric causes 
Obstructed labour 

Diseases of tfie circuiat&rY syslem (iolalK of wtiicti: 

Ischaemic heart disease 
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rCD-9 code 



Disenscs/condftiQiis 



430^438 
415-429 
390 398 
401-404 



491 pt, 492,496 
493 



162 
151 

153^154 

140-149 

155 

174 

150 

leo 

200-202 
157 

204-208 

185 

188 

183.0 

182 

172 



E380-E915 
E810-E829 
E950-E959 
E960-E969 
E916-E92S 



317-319 
345 
290 
295 



250 
2&6pt. 
240-242pt. 
282 



339 



303 

304 

304.3 

304.2 

304 



CerebrovascLlar disease 
Other heart drseases^ 

Rheumatic fever and rheumatic heart disease 
Hypertensive disease 

Ctironic lower r&spftaloty tiiseases (totail of which: 

Chronic obstrjctive pulmonary disease 
Asthma 

mugn^nt rtGopissms/cancGr (totai), of wifiQh: 

Malignant neoplasm of trachea bronchnsand fyng 
Pi/lalignant neoplasFii of stomach 
Malignant neoplasm of colon and rectum 
Malignant neoplasm of lip, oral cavity and phar/rx 
Malignant neoplasm of liver 
Malignant neoplasm of female breasl 
Malignant neoplasm of oesophagus 
Malignant neoplasm of cervix 
Lymphoma 

Malignant neoplasm of pancreas 
Leukemia 

Malignant neoplasm of prostate 
Malignanl neoplasm of bladder 
Malignant neoplasm of ovary 
Malignant neoplasm of corpus utert 
Malignanl melanoma of skin 
Other malignant neoplasms 

Externa i causes ( iolsi) , of which: 

Falls, tires, drowning, etc. 

Motor- and other road-vehicle accidents 

Suicide 

Homicide and vioience 
OcGupattonal injuries due to accidents 
Occupational diseases 

f\/fenfa i and behavi&urai disorders 

l^ejrotic, stress-related and somatoform disorders 

Mood (affective) disorders 

Mental retardation (all tapes'! 

Epilepsy 

Dementia 

Schizophrenia 

Other causes (seiected), of whbh: 

Diabetes melhtus 
Haemophilia 
Goitre 

Haemogtobinopathies 

Unknown causes ''^^'''^''''''^0^]^'^^ 

DisabiUty (selected), of wfticti: 

Trac^ 0 m a- re lated blind ness 
Glaucoma-related blindness 
Cataract -re lated blindness 
Hearing loss (41 decibels and above) over age 3 

Afcottol and snbstaass abuse (seiectedl at wtrictt: 

Alcohol dependence syndrome 
Sut]stance abuse {drug dependence syndrome) 
Cannabis 
Cocaine 
Heroin 
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of death are civaibblc to WHO for only 
about 7C coimtrit^s, which are mostly 
dcvciloped and account for some; 40% of 
the world populytioo* However, based 
on community stuJieSi health service 
tnfcrmation and ad hoc surveys, an ap- 
proximate distribution of deaths by 
caof^e can be made {Tahk 5). 



Fig. 4. Global dhtrlbutha of doaths by mom causes^ 1 993 
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Fig. 5. Causes of death, 1993' 
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Of the estimated 51 million decitbs 
(Fin. 4): 

■ communicable diseases such as tuber- 
c^losis and respiratory infect ions -dh 
well ii.^ maternal, perinatal and neo- 
natal causes account for about 
20 million, or 40% of global deaths, 
and 99% of these occur in the devch 
oping world; 

■ none om muni cable diseases such as 
cancer and heart disease account for 
about 19 million, or about 36% of the 
total, with both the developing and 
the developed world sharing the bur"- 
den tuore or less equally; 

■ external causes such as accidents and 
viole nce account for about 4 million, 
or about 8% of the total, developing 
countries having nearly four times 
the number of deaths frt>m these 
causes as the developed world; 

■ other and unknown causes account 
for the remaining 16% of global 
deachs. 

The difference between infectious 
and non communicable diseases is ver^^^ 
marked. One in 2 deaths in the devel- 
oping world is due to communicable dis- 
ease, including maternal and perinatal 
causes, but in the developed world .3 out 
of every 4 deaths arc due to noncom- 
municable disease many of which are 

1 if eH ty le - re lated ( Fig .5). 

The big fc/Wers 

Of the 20 million deaths dut^ to com- 
municable diseases more than 16 mih 
lioti, or abotit 80%, are due to infectious 
and parasitic diseases. Tuberculosis kills 
about 3 million people, malaria around 

2 million and hepatitis D possibly 1 mil- 
hon. Maternal complications claim an- 
other 508 COO lives per year. 

None ommimic able diseases are also 
emerging as a major cause of death in 
rhe developini:; world. Diseases of the 
circulatory system account for 10 mii- 
Uon deaths globally of which heart dis- 
ease claims more than 5 million lives 
and ccTcbrovai^cular disease (such as 
stroWe) another 4 million. About 44% 
of the 10 million deaths from diseases 
of the circulatory sysceni occur in the 
developing world. Cancer accounts for 
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6 million or 12% of deaths ^jlcbally - 
some 58% of them in the developing 
world. Cancers of the airway.s and lungs, 
inoiitly cuuscd by ci^^tircrte smok ing, are 
the leading cause with I million deaths, 
followed by cancer of the stomach with 
over 70C 000 deaths. RespirLitory dis-^ 
eases such as chronic bronchitis kill 3 
million people a year 

It is estimated that tuherculvsis 
killed some 3 million people in 1993, 
rcpTcscntinjJ more than 5% of deaths 
globally. There will be an estimated 8.8 
million new cases in 1995, Thk corre- 
sponds to 52 000 deaths frcmi the dis- 
ease per week - or ovct 7 000 each day 
and over 1 000 new cases every hour of 
every day. Some 80% of victims arc in 
the economically producrive age group 
15-49 years. 

i loweveti mortality tigurei^, and even 
the number of new cases, give no real 
idea of the global burden of tuberculo- 
sis. Long considered a disease of the past, 
it has now emerged as a major public 
health threat and in April 1993 WHO 
declared it a global emergency. Some 
95% of sufferers live in the developing 
wmld (Map 2 ). Tuberculosis largely af- 
fects poor people and is growing in in- 
dustrialized countries. 



Tuberculosis is transmitted by bac- 
teria spread into the air when a patient 
with the active illness cou*;hs or sneezes. 
An e&timated 2 billion people carry the 
causative organism Mycobacterium tuber- 
culosis. Most healthy people who are 
infected keep it in check throuf^h the 
strength of their immune system. Tlie 
analogy of a cobra in a basket with the 
lid closed has been used tn describe the 
process. When the immune system 
wcaketifi through disease such as cancer 
or HIV or rboLigh malnutrition or old 
age, the lid is lifted off the basket and 
the cobra emerges. Once infected, a per- 
son risks developing active txiberculo- 
sis J and the risk persists throughout life. 
Up to 10% of those who carry the hac- 
terium go on to develop the active form 
of the disease. 

Drug treatment - in most cases cost- 
ing as little as $13-30 per person for a 
six -month course - can effect a cure and 
stop the persrm being contagious. Trcat-^ 
ment, however, requires people to take 
tbe k3njgs for at least six months with- 
out interruption. This is perhaps rhe 
greatest challenge to control. Many 
patients feel better after a few vve^^eks 
and stop taking their drugs, although 
they are not cured and risk having a 



Map 2. tsimaied tuberculosis imidentef 1990 
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recurrence aad continuing to spread the 
disease. Worse, they risk developing and 
spreading a dnig" resistant strain which 
is vastly more difficult and expensive to 
cure. Poorly managed tuberculosis pro- 
grammes can thus havt: dli^asitrous 
consequences. 

BCG vaccine, developed in 1921 
and still the only vaccine against rhe 
disease, is effective in ptotectin^J infants 
from severe forms of childhood tuber- 
culosis. For reasons not clearly under- 
stood J Lt provides relatively little 
protection in adolescents or in adults. 

HIV damages the immune system 
and accelerates the speed at wliich tu- 
berculosis progresses from a harmless 
infection to a life-rhrcatemng disease - 
chan^'injj a process that can take years 
rnto OTIC that happens within weeks. Tr 
may also make those wluj are uninfected 
by the tnherculosis bacterium much 
mote vulneniblc to this infection. The 
lethal relationship myy also work the 
other way - tuberculosis may hasten the 
progress of HIV into AIDS. 



The consequences of this relation- 
ship are already apparent. In sub- 
Saharan Africa at lea>t 3.8 million 
people are infected with both tubercu- 
losis and HIV Asia - where LI billiori 
people suffer from tuberculosis and the 
number of HIV cases is rising dramati- 
cally - faces a devastating explosion of 
AlDS-related tuberculosis. The number 
{>f CO- infected people m Asia is expected 
lo multiply sevenfold this decade. Most 
will be ecotiomically productive younjJ 
people aged between 20 and 49. During 
the next 10 years in Asia alone it is es- 
timated that tuberculosis and AIDS to- 
gether will kill more people than the 
entire populations of the cities of 
Sinj^apore, Beijing, Yokohama and 
Tokyo combined. 

Til ere is every moral and practical 
jitstificatioti for providing tuberculosi.^ 
rrearmenr in these circumstances. Tre at - 
meiit prevents tiibercuiosis being passed 
on. If it is denied, not only will children 
find themselves without one or both 
parents, they will discover they have 
been given the disease by them and are 
themselves at risk of an early death. 



Mnp 3, Ceuntms or areas reporting cholera^ 1 994 
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Currently WHO estimates that only 
30% of all national cubercuki^is 
pro grammes are applying the mcjisurcs 
required to control the epidemic and 
that in order to undertake successful 
tuberculosis programmes an additional 
SI 00 million per year needs to be pro- 
vided each year by donor n^itions to ptjor 
counrrics for medicines, microscopes 
-md a modest infrastructure. Meanwhile 
low -cost drugs which are almost 100% 
effective sit on shelves unused. 

Cholera has become endemic in 
many countries in Africa » Asia and 
Latin America {Map 3). In 1993 there 
were 377 000 new eases reported and 
6 800 deaths. The global case fatality 
rate is currcnrly ahout 1.8%, which is 
much lower t!\an previt )us> values due to 
simple, cheap and effective case man- 
a^eraent promoted by WHO. Tbc total 
number of case^ officially reported to 
WHO declined from a peak of around 
600 000 in 1 991 . Nevertheless the num^ 
bers of cases and deaths remain at far 
higher levels than those reported ear- 
lien The large &r decline in incidence be- 
tween 1992 and 1993 wus seen in the 
Americas, which since 1991 had been 
the scnjrce of most reports. Africa con- 
tinues to report a considerable number 
of cases and deaths, accoLintin^ for abour 
25% of the global total in 1 993 {see t^lso 
Box 6). In Asia officially reported cases 
more than doubled between 1992 and 
1993, with R large outbreak in war- torn 
Afghanistrin account io^ for a substan- 
tial part of the increase. 

Complicating the situation in A.sia 
was the emergence in late 1992 of a new 
causal tivc organism, desigrrated Vibrio 
cholerae 0139 (Bengal). This strain hds 
spread very raf>idly through Bangladesh , 
Chinat India, Malaysia, Nepal and 
Pakistan and has caused (jn usually high 
mortalityi even in adults. Previous ex- 
posure to Vi^^rio clioiera£ O/ (El Tc^r), ihe 
classical cholera stniin since the mid- 
1960s, does not provide protective im- 
mutTiity against the new organism. 

Malaria is hy far the most important 
tropical parasitic disease, causing iiTi- 
mense suffering and loss of life. The 
enormous toll of lives and of days of 
labour lost, and the costs of treatment, 



make malaria a major social and eco- 
nomic burden in developing countries. 
The estimated direct and indirect cost 
of the di.se iksc in Africa alone is expected 
to have reached $L8 baiit)n by 1995. 

Malaria is caused by four species of 
protozoal parasites of the genus Plasmo- 
dium. Of these, R|aic/pam?n accounts fi:>r 
most ni the infections in Africa and for 
over a third of irifections in the rest of 
the world. Falciparum malaria is the 
most dangerous form of the disease, 
sometimes progressing to cerebral 
oedema, coma and death. 

There are an estimated 2 million 
deaths a yean 90% in Africa and the vast 
majority among young children. Outside 
Africa two- thirds of the reported cases 
are concentrated in only 6 ctjun tries, 
namely in decreasing order: Indi^, Brazil, 
Sri Lanka, Afghanistan, Viet Nam and 
Ci^olombia. Around die world more than 
2 billion people are threatened. 

The global malaria control strategy 
adopted in 1992 emf>hasises early dia^^-^ 
nosis and treatment of the disease with 
effective antimalarial dru^s, selective 
application of preventive measures in- 
cluding vector control where the results 
arc cost'Cffectivc and sustainable, the 
detection! ptcvcntion and control of 
epidemics and the continuous review 
of the local malaria situation so that 
ctJiitrol measures can be adapted as 
necessary. 



Box 6, Cholera outbreak iti Goma (Zaire) 

July 1 994 5aw □ large aid dramctic oitbreak of cholera ifi camps in Goma (Zaire). The ropid 
influx of on estinnated /OO 000 to 1 million RwDndon refugees to the city of Goma and 
surroLndirg areas r&sulted in mcssive overcrowding without basic sanitation or safe water, 
creating ideal conditions for ropid spread of the disease. On the basis of epidemiological 
surveillance, itwos estimated that 70 000 cGses of diarrhoeol disease, including mony 
{holera cases, occurred in Goma betv/een 20 July and 1 2 August 1994. 

Despite the suddenness and size of the outtreak, case fntality decreased from 24% 
during the first days of the epidemic to 3-5% with the establishment of rehydration units and 
the distribution of safe water. 

There was c strong response to the outbreok by the international community. WtfO 
played a cruciol role in providing technical advice on cholera and dysentery control to relief 
ogencies working in the ref jgee camps, thus ensuring o concerted intemational effort. Teams 
were sent from WHO headquarters and the Regional Office for Africa to assist in 
the work. 
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The ancient scoufge of 
leprosy still causes 
600 000 new cases a yeai 
Between 2 and 3 million 
people are disabled by 
the disease. 



Although the geographical area af- 
fee ted by the illness Kas shrunk dramati- 
cally over the past 50 years, gains are 
being eroded (Maps 4A & 4B). Control 
is becoming increasingly difficult, miini- 
fc5tatiom of the disease appear to he 
more severe than in the past, and there 
is a growing problem of drug resistance. 

Malaria is treated with a number of 
drij^s, used cither together or singly de-^ 
pending on the resistance of the para- 
site. Treatment costs are in the ranf^e of 
$3.50-12.50 per person per year. 
Chloroquine was until recently the drug 
of choice in Africa, hut resistance is be- 
ginning to compromise its use there. 
New drugs have been developed, but 
resistance to some of these is being re- 
ported at an alamiiT^g rfiie. Moreover 
improvements in malaria control fiice 
formidable challenges in tntmy areas 
where there is a lack of busic health care 
infra^^tructure. Three main types of vac- 
cine that may contribute to the control 
uf malaria are currently under develop- 
ment as described in Ckapttr 2. Recent 
findings indicate that there are good 
pros^pect:^ of having a vaccine before the 
end of the decade. 

Tlie spread of makria linked to 
activities duch m road building, mining, 
logging tincl new agricultural and irriga- 
tion pmjects. It is a particular problem 
in "frontier" areas .such a^i Amazon ia^ 
Malaria is not only a devastating disease 
for the individual, but a social condi- 
tion closely related to economic deveh 
opmcnt and in inany cases an important 
obstacle to development. 

Other communkabte diseases 

Dengue and dengue hai>morthagic 
fever are now the most important and 
rapidly rising arbovirus infections in the 
world. They arc mosquito -borne diseases 
related to yellow fever There are four 
distinct dengue viruses, with no cross- 
immunity between them, so that an in- 
dividual who has recovered from one 
remains susceptible to the other three. 
It is even thought that a previous infec- 
tion makes people more susceptible to 
serious complications or to subsequent 
infections^ The breeding habits of the 
main mosquito vector, Asdes a^gypti^ are 



closely related to poor sanitation or over^ 
crowding and inconect water storage. 

Although debilitating symptoms 
and death are inflicted on all social 
strata, dengue frequently affects the very 
your^ and the elderly There are mil- 
lion^s of cjases annually, with more than 
500 OOO people needing hospital treat- 
ment, and thousands of deaths. Dengue 
has recetitly caused massive epidemics 
in Africa, the Americas, Asia, the Pa- 
cific islantls and in some countries of the 
Eastern Mediterranean. From 1955 to 
1970 only 9 countries reported epidem- 
ics of dengue haemotrh-Ligic fever. Be- 
tween 1970 and 1993, however, a further 
28 countries were affected. 

If diagnosed and treated early, mor- 
tality from dengue hacmorrha^ic fever 
is less than 5%j otherwise it can be 30%. 
Rut in many countries clinicians do not 
recognize symptoms, laboratories are not 
equipped for diagnosis, diagnostic kits 
are not available and vector control 
programmes are insufficientn 

The ancient scourge of leprosy still 
causes 600 000 new cases a year Be- 
tween 2 and 3 million people are dis- 
ablcd by the disease, including those 
who have been cuted but crippled in 
some way prior to treatment. It affects 
79 countries but the majority of victims 
are in India, Myanmar and Brazil 
(Uaps5A&5B). 

The route infectitm is thought to 
be ctmghing and sneezin^^, but transmis- 
sion is very inefficient. Of those infected 
with the slow- growing leprosy bacillus, 
few develop the disease. Of the esti- 
mated 2 .4 m ill io n suffe re rs , 1.7 million 
are known and receiving treatment. 

Dapsone, the first really effective 
drug a^^ainst leprosy, was used on a large 
scale from the 1 950s onwards, but wide- 
iipread resistance soon developed. Later, 
new effective drugs were synthesized. 
Use of a combination of three different 
dnigs was shown to be ver^'^ effect ive, 
because the hkelihood of a bacterium 
being resistant to all the three at the 
same time is practically nib This 
muhidrug tberapy developed and pro- 
moted by WHO is successful in curing 
the disease and making patients non- 
infectious. If such treatment can be 
made available to all patients, there is 
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Map 4L Geographical disttibatiaa of malaria before 1946 




HAap 4B, EpidemMogical status of malaria^ 1 994 
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Map 54. Registered leprosy cases in the world, J 985 




Map 5B. Registered leprosy cases in tlie world, 1994 
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hope that the WHO target of eliminat- 
ing leprosy as a public health problem 
cAv\ be reached. 

Onchocinrcuisis (river hUrtdness) in- 
fects 18 miUion people in M coun tries 
mainly in western Africa, but also in 
Yemen and Latin Ameriea. Some 
300 000 people have been blinded by 
the disease. In the west African savanna ^ 
where the parasite strain is most patho- 
genic to the eye> I in 10 people risked 
blindness before the disease was brought 
under control. In addition to causing 
around 40 000 new c^*iies of blindness 
each year, it also provokes severe itch- 
ing as well as disfiguring skin disease* 
WHO has shown thiit one tablet a year 
of the drug ivermectin can prevent the 
disease. The druj> has been provided free 
of charge to the programme by its manu-' 
taeturer Merck (St Co, and is currently 
bein^j taken by more dian 2.5 million 
people a year. Hov/ever, many of the 
most affected communities are located 
in remote areas and are hard to reach. 
As a result, the disease remains n major 
health concern in Cameroon and Nigeria 
among others. 

Drcicunculiasis (gumea'Wf}Tm dis- 
ease) causes dreadful suffering and dis- 
ability among the world's most deprived 
people* Nine out of ten people living in 
the depressed areas of Africa south of 
the Sahara and of the Indian subconti- 
nent still have nothing else to drink but 
meagre quantities of impure water, thus 
exp<ising themselves to infection. 

The parasitic worm, 20-30 inches 
long, which causes dmcunculiasis, mi- 
grate.s throui^h the victim's body and 
eventually emerges causing intense pain, 
a blistei: and then an ulcen The disease 
reappears each year during the agricul- 
turol season, handicapping farmers, 
mothers and schoolchildren already sub- 
jcct to harsh living conditions, FatniUes 
affected by the disease experience great 
loss as their food stocks and savings 
dwindle. Gradually worn down by 
penury^ these underprivileged people 
find themselves trapped in a vicious 
circle of poverty and disease. 

Chagas dhiiosc affects 17 mdlion 
people in 21 countries in Larin America 
and causes 45 DOO deaths and 400 000 



cases of heart and stomach disease an- 
nually. With Wt^O support, the six 
countries of the South em Cone of the 
Americas - Argentina, Bolivia, Biasil, 
Chile, Paraguay and Uruguay - plan to 
eliminate the disease as a public health 
problem by the year 2000 using WHO- 
developed commtinity-bascd insecti- 
cidal paints, fumigant canisters to 
destroy the i nsect vectors as well a.^ de- 
tection boxes to verify the effectiveness 
of the control measures. Better diagnos- 
tic kits have been developed find blood 
screening improved. There is currently 
no effective drug for t rear men t of 
chronic infections, but two new prod-^ 
ucts arc on trial 

African trypanosomiasis (sleeping 
sicknc&s) is transmitted by tsecse flies 
and is fatal if untreated. It kills an esti- 
mated 55 000 people 11 year^ and some- 
titnes erupts into widespread epidemics, 
as in Zaire in 1994^ 

WHO supported the application of 
the first new drug against die disease in 
40 years - etlomi thine - which is so ef-- 
fectivc it has been dubbed the "rcsur- 
rectitjndrug". However, treatment ctxsts 
some $500 and is therefore beyond the 
reach of most affected countries with- 
out substantial Hibsidics. 

Schistosomiasis (bilharziasis or 
snail fever), a water-related parasitic in-^ 
fection, affects 200 million people in 74 
countries in the Americas, Africa nnd 
Asia and kills perhaps 200 000 people. 
Its effects include long-term, painful, 
swollen interned organs, anaemia, severe 
weakness and eventually permanent or- 
gan damage. 

The disease mainly affects rural 
people engaged iti agriculture or hshing. 
However, increased population move- 
ments have led co its introduction into 
a growing number of urban areai^ in 
northwest Brazil and Africa, and in refu- 
gee settlements* Similarly irrigation 
projects in many countries, in particu- 
lar the building of dams^ have resulted 
in an explosion of the snail population 
which harboufs the parasites, and caused 
the disease to spread. Thus in addition 
to iLs toll of deaths, the disease hinders 
development and severely reduces the 
work capacity of many farmers and 
others. 



Onchocerciosis has been 
brought under control in 11 
countries through a massive 
WtiO^dministered 
progronime against the 
blaclcfly vector. 
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WHO esiimtes that 
one-quQfter of the world's 
population is subject to 
chronicintestinal pamitic 
infections which have 
insidious effects on growth, 
nutn'tion and cognitive 
function in children, 
and on the development 
of gidsond women. 



Safe and effective drugs such as 
prasiquanteL are available, but tbeir cost 
-ijl though as little; as $030 to treat one 
pjitient - prevents their widespread use 
which could allow controL of the disease. 
At the request of Kenya, Malawi, Nige-^ 
ria and Zambia^ which together have 
mute than 30 niillion infected people, 
WHO has succeeded in negotiating a 
reduction in the price of the dtuj? with 
the niamifacturers. 

Tlie potential population at risk of 
leishmaniasis is put at some 3^0 mil- 
hon and about 13 millian people are in- 
fected. Transmitted by sandflies, the 
leishmaniases are a complex of parasitic 
diseases with a wide range of clinical 
syn\ptoms. Visceral leishmaniasis, also 
known as kala-azar, is the most scvctc 
form and is nearly always fatal if un- 
treated. It caused some 500 000 cases 
and iTiore than 80 000 deaths in 1992. 
Cutaneous leifihrnaniasis, also known as 
oriental sore, causes some 1.5 milhon 
cases a year. 

The disease \b mostly rural, but is 
moving into a number of Latin Ameri- 
can citieSn Some 90% of the visceral 
cases occur in Bangladesh, India, Nepal 
and Sudan. Epidemics in India and 
Sudan in 1992 claimed most of the viC' 
tims. About 90% of cutaneous cases oc- 
cur in Afghanistan, Brazil. Islamic 
Republic of Iran, Peru, Saudi Arabia and 
Syria. Resistance is increasing so that 
cheaper, mote easily administered drugs 
are needed* 

Lymphatic filar iasis is transmitted 
by mosquitos carrying the filarial para-^ 
site. It infects around 100 million 
people, 45 million of whom are in In- 
dia. The disease leads to elephantiasis 
where the le^s become grossly swollen 
and infected with sores, a debilitating 
condition with serious economic and 
social consequences, affecting many 
youtig working adults of both sexes- Pa- 
tient^j are often shunned and isolated 
because of their disfigurement* 

Drug therapy supplemented by vec- 
tor control can be used to fight the dis- 
ease. The main drug lised for treatment 
isdierhylcarbamazine (DEC) given once 
yearly, and costing around $0T0 per 
person. Part of the prohlem with con- 



trol of the disease is thiit in many ^^reas 
where it is endemic, it is not seen a^i a 
public health priority. China has seen a 
dramatic reduction in infection levels 
duriniJ the past decade. In India and 
Africa, which togeiher account for 
90% of all cases, there has been no de- 
cline in filariasis infection during the 
past 10 years and in several areas there 
has even been an increase. 

WHO estimates that one-quarter of 
the world's population is subject to 
chronic mte.stiriol parasitic infections 
which have insidious effects on growth, 
nutrition and cognitive function in cbih 
dren, and on the development of girls 
and women. Most of those affected live 
in developing cc:untries, Aicaris causes 
clinical symptoms in m many as 214 
million people, Trichwis in 133 millicm 
and hookworm in 96 million. Incidence 
of giardiasis is around 500 000 per year 
and prevalence of Entamoeba histolytica 
infection around 50 million* 

Although mortality from intestinal 
parasites is low^ the absolute number of 
deaths is fairly high because so many 
people ate infected. It is estimi^ted that 
in 1 993 hookworm killed 90 000 people, 
Entamoeba histolytica 70 000 and Ascarts 
60 OOO. The infections are spreading 
tap idly in slums, shanty towns and 
squatter settlements, a trend that is 
hkely to continue with incteasing and 
unplanned urbanization. 

The consequences of manifestatiorus 
of Ascaris , Trichuris and hookwortn are 
promptly reversed by treatment with 
albendazole, levami;iole, pyrantel and 
mebendazole. Mebendazole is produced 
at a substantially lower cost in generic 
form and is available at $0,027 per doae* 
Cbe mother apy is part of a control strat- 
egy recommended by WHO which also 
includes health education and promo- 
tion uf environmental health. 
Anthelminthics in single oral doses are 
also recommended for pregnant or lac- 
tating women. 

Hepatitis B is the most deadly of the 
hepatitis group of vims diseases. It is a 
health concern particularly in Asia, sub- 
Saharan Africa and the Pacific basin. It 
is acquired from blood and body fluids 
of an infected person, usually through 
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sex or sl-iaring iriiecting drug needltis. It 
can -dho be passed at\ from mother to 
baby. Apart from prod uc Lag a severe and 
sometimes fytal Liver condition, heparL- 
tis B IS a major cause of liver cancer* 

Ai: least 350 million people are 
chronic carriers of the virus* One-quar- 
ter will die oi liver caneer or cirrhosis of 
the liver. There are same 4-2 million 
acute clinical cases each year, sometimes 
involving jaundice and deafh i>f the pa- 
r.ient. HepatLtiii B k e.sri mated to have 
killed inoiind I million pie u pic in 1993, 
Some 1 0 000 of these deaths were from 
fulmLnaiu hepatitis, around 663 000 
from liver cancer and 344 OCO frcjm cir- 
rlm-iis. 

By the end of 1 994, 73 countries Liad 
started routine vaceinntion of infants 
against hepatitis B* One of WHO's vac- 
ctnation targets is that all countries 
should intej^ratc hepatitis B vaccination 
into their national inamuni2ation schcd- 
ules by 1997. Sadly there is little chance 
that the target will be met, because acid- 
in[2, this vaccine is likely to cost another 
$L50 on top of die $1 for conventionul 
childhood immunizations. The addi- 
tional annual cost, with administration 
and delivery overheads, would be some 
S200 million. The world is not willitig 
to i ind th e su m , a lb e i c modest. 

As pointed nut in the sectiotn on 
adolescent health, seaatall^ transmitted 
diseasesi (STDs) impose :i huge health 
burden acrofis the worki SoLrie 236 mil- 
lion people arc estimated to have 
trichomoniasis, with 94 million new 
cases a yean Chlamydial infections af- 
fect some 162 million people, with 97 
in i 11 it m new^ cases annually. There ate 
an estimated 32 mLilion new cases of 
genital warts ench year and 78 million 
new cases of gonorrhoea. Genital herpes 
infects 21 million people each year, and 
syphilis 19 million. More than 9 million 
people are infected each year with 
chancroid. 

Many, if not all, STDs cotdd be 
avoided if condoms were used, Most 
STDs can be treated effectively and 
cheaply, the cost of treating genital ul- 
cer disease, for itistance, being between 
$0.5 and S4 per person. But there fire 
problems in the supply and accessibility 



of services, compL>undcd by fear of 
stigT¥ia by patients and the attitude of 
some service providers. 

HIV ant] AIDS continue to spread 
relentlessly. WHO estimates that in 
1994 HIV prevalence among adults 
worldwide was over 13 miUiori (Ma/j 6). 
Male homosexuals ate still at risk, bur 
worldwide most adults with HIV infec- 
tion are heterosexual men and women. 
The vims also affects people injecting 
drugs and, decreasint^Iy, those receiving 
infected blood and bkxjd products. 

Some 6 OOO people are becoming 
infected eacli d^y In pans of Africa and 
Asia the spread of the virus seems re- 
moraeless. In southern and south-east- 
ern Asia HIV infections were estimated 
at 2.5 million - a million more than in 
199.3. 

In parts of not the rn Thailand 20% 
of 2Dveat old military recruiLs and 8% 
of women attending antenatal clinics 
are infected, yci HIV was virtually un-^ 
known in the country in 1987, In India 
infection rates have tripled since 1992. 
In China there has been a steep rise in 
the number of reported STDs, show ing 
b.ow vulnerable that hu^^c country is to 
the spread of HIV. The HIV infection 
rate iti Asia went from 1 Z% of the glo- 
bal total in 1993 to 16% in 1994. 

Infections are spreading in north ern. 
Africa and the Near East. In Latin 
America and the Caribbean there have 
been an estimated 2 million itifections, 
with a rapid increase in Brazil. Some 



Map 6. Estimated distribution of HIV-infected adults alive 
(including persons witii AIDSl late 1994 
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Byhyeaf2000ihe 
cumulative total of Hl\/ 
infections worldwide could 
reach 30-40 million. 



L5 million, infections have occurred in 
northern Aiiierica, western Europe and 
Australia. There is concern at the ^nrow- 
ing number ot infections in eastern Hii- 
rope and central Asia, where economic 
crisis, line m ploy men armed conflicts 
and major population movements could 
all favour the spread of the vims. 

In sub -Sa ha ran Africa, the part of 
thewodd wt>rst affected, the estimated 
total now exceeds 10 mil! ion infections, 
with slightly more women infected than 
men. In 1980 HIV appears ro have af- 
fected just a few areas of Africa with a 
prevalence of less than 0,1%; it now 
exceeds 10% in a few countries. One 
study in Botswana found rhiic between 
16% and 24% of sexually active females 
w^cre 1 11 V positive. Another in Nigeria 
atnong STD patients found a 22% HIV 
positive rare. 

By the year 2000 the cumulative lO" 
tal of HIV infections worldwide eoiild 
reach 30-^40 million. In addition to new 
infections there will also be a hu^e in- 
crease in the number of AIDS cases. It 
is estimated that 4 million adults and 
children have developed AIDS since the 
start of the pandemic. The cumuhitive 
total is projected to reach nearly 1 0 iiiiU 
lion by the year 2000. 

Because o( the age group affected, 
AIDS is having an economic impact out 
of proportion to the numbers of people 
dying. It causes illness, disability and 
death among employees and their fa mi 
lies. Worker ptoducrivity declines J fimis 
have higher medical costs and they 
eventually lose staff with valuable train- 
inf^ and skills. At the same time, as more 
of the population becomes ill and per- 
sonal income drops, consumer markets 
shrink. Recent reports suggest AIDS has 
so affected agricultural productivity in 
some areas that increasing mechaniza- 
tion will be needed to mtiintain and 
harvest crops. 

The disease is having a dramatic 
itnp:act on the costs of health ser\^ices. 
In many urban h(ispitals of central and 
e as tent Africa 50% or more of medical 
ward beds are occupied by AIDS pa- 
tients. In Zaire a single admission to 
Kinshasa's main hospital for a child wi th 
AIDS costs the equivalent of several 
months of an average salary, Alto^Jcther, 



between 1992 and 2000, it is believed 
that the developing comitries will be 
spending more dtan $1 billion on heakh 
care for AIDS patients. 

In addition to their toll of death and 
heteavement and their vast economic 
harden, HIV and AIDS are inflicting 
untold damage in anxiety and worry. 

in terms of pteventionj condoms 
have been shown to make a difference. 
In Thailand STDs have fallen by 77% 
between 1986 and 1993. In Harare 
(Zimbabwe) STD rates decreased by 
63% between 1990 and 1993 tollowing 
condom promotion. In some groups re- 
ducing the number vif sexual contacts 
and increasing the numbet of stable re- 
bitionships have brougbr about a maiked 
reduction in new infections. 11 sLifficient 
effort is put into preventive work, en- 
couraging changes m sexual behaviour 
can occur. AIDS, perhaps more so than 
any other disease, shows that behavi-- 
oural scientists are as much needed as 
molecularhioloaists in the effort to slow 
the spread of the virus. 

During the years 1979-1993 just over 
half the cases and 75% of the deaths 
from plague were in Africa. Three 
African countties registered plague in 

1 993 - Madagascar, Uganda and Zaire, 
Plague was also recorded in five Asian 
countries in 1 993 - China, Kazakhstan, 
Monj^oliu^ Myanmar and Viet Nam. 
Other cases were reported in Peru and 
the USA. 

Plague is a disease of todents and 
spreads from tliem to humans mainly by 
rat fleas biting first a sick rat and then a 
I^erson, thus transmitting the bacilkis of 
the disease, Yersinia pe^da. Plague pa- 
tients should be treated w^ith antibiotic 
drugs such as i^treptomycin, kanamycin, 
chloramphenicol and tetracycline, 
which are effective provided they are 
used properly and in time. 

The outbreak of plague in India in 

1994 was a stem te minder to the world 
that a dreaded disease often regarded as 
a scourge of the past stiil exists. In 1993 » 
2 065 cases recorded in 10 countries, 
with 19 1 deaths, were notified to WHO, 
These figures were well above the an^ 
nual averages (1 212 cases and 130 
deaths) for the previous 10 years. 
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The Indian outbreak p rovuked un- 
precedented international coQccrn 
about the disease ^ because of evidence 
that this wii.s plague in its pneumonic 
form - which can he transmitted from 
person to person - rathtT than bubonic 
plaj^ue, which is more co lutnon but less 
infectious. Thin led a nuniber of coun- 
tries to impose restrictions on travel to 
and from h^di^l and many health au- 
thorities made pro vi.s ions for quarantine 
measures;. Among many other public 
health precauti<>ns, the Indian authori- 
ties introduced health checks for pas- 
sengers departing on international 
flights. 

In response to die outbreak, WHO 
issLied travel advice based on the Intet- 
national Health Regulations, and set jp 
an itiiernational team of experts which 
conducted a thonnjgh investigation of 
the cpideniic* Tlie results suggested that 
a limited outbreak of pneumonic plague 
occurred in Surat. which many thou- 
sands of people had fled in panic, and 
involved far fewer causes than the n lim- 
ber reported. No evidence was found of 
plague spreading outside Surat, and no 
itnporred, confirmed plague was de-^ 
tecied m any other country. 

NatKommunicabh diseases 

DvieaHcs of the circulaUtry system killed 
an estimated 10 mi IJ ioti people in 1993 » 
or ^ibout 19% of the global totaL In the 
developed world they claimed the lives 
of some J A million people and were re- 
sponsible for 47% of deaths. In the de- 
veloping world they accounted for 4.2 
million deaths, which although they 
constituted only 1 1% of all deaths in 
that part of the world, amounted to 
nearly as many as the number in the de- 
veloped world. 

In 1994 WHO published the world s 
biggest ever study on heart disease, cov- 
ering 75 000 epi.sodcs in 1965-1987 
iimon^ men and women aged 35-64. It 
fourid that the likelihood of heart at' 
tack was 12 times higher among men in 
North Karelia (Finland) than in Beijing 
(China), 9 lime.s higher amorig women 
in Glast^ow (United Kingdom) than 
women in Catalonia (Spain) and 7 



times higher among women in Belfast 
(United Kingdom) than among the 
Spanish women. In tenns of heart at- 
tack.^ per 100 000 population, the rates 
in males stood at 915 in North Karelia, 
823 in Glasgow and 781 in Belfast. This 
compares to male ratc-j of 240 in 
Toulouse (Prance), lfi7 in Catalonia and 
76 in Beijing. Heart --attiick rates per 
100 000 for women were 256 in Glasgow 
and 197 in Belfast, compared to 37 in 
both Beijing and Toulouse, and 30 in 
Catalonia. While risk factors such as 
smoking, diet, blood pressure and cho- 
le sterol undoubtedly play a role, their 
differential effects in population groups 
require further research. 

Findings from WldO's muhinationyil 
monitoring project: (MONICA) rem^ 
forced the evidence un differences be- 
tween the sexes in terms of heart attacks 
- men aged 35-64 being 4 or 5 times 
more at risk than women of the same 
age, 

Heart disease is cottunonly charac- 
terized as a lifestyle disease of ihe afflu- 
ent, but there is also clear evidence that 
it is a problem in poor countries because 
of lifestyle changes. In addition rheu- 
matic heart disease kdled some 400 000 
people in developing* countries in 1993^ 
even though it is easily preventable. 

Rheumatic fever is caused by strep- 
t(3coccal bacteria and is spread in over- 
crowded highly contagious living 
conditions^ In the case of repeated at- 
tacks of sore throat, severe datna^^e to 
the heart valves may occur if the dis- 
ease is left untreated. Five or more years 
of regular monthly treatment with peni- 
cillin at $1 per dose can prevent dam- 
age to the heart. Tliis avoids heart- valve 
surgery at a cost of between $4 000 and 
$40 000 per patient. 

Rheumatic heart disease strikes the 
young - those aged 5 to 35, WHO esti- 
mates that some 3 70 000 new cases of 
rheumatic fever and 150 000 recurrences 
take place each year, product tig an an- 
nual toll of some 300 000 new cases of 
rheumy tic heart disease, There are esti- 
mated to be at least 2 million children 
aged 5-15 with rheumatic heart disease 
in India alone. 

Hypertension or hi^h blood pressure 
is the most common cardiovascular dis- 



Ihe outbreak of plague 
in India in 1994 was a stern 
reminder to the world that 
a dreaded disease often 
regarded as a scourge of 
the past still exists. 
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Box 7. 




Main cancer kWm 




(allmntries, 1993) 




Tracheo, bronchus 




and lung 


1 035 000 


Stomach 


734 000 


Colon ond rectum 


468 000 


Mouth and orophorynK 


458 000 


liver 


367 OOO 


Female brecst 


358 000 


Oesophagus 


328 000 


Cervix 


235 000 


Lymphoma 


221 000 


Porcreas 


214 000 


Leukaemia 


207 000 


Prostate 


182 000 


Blodder 


135 000 


Ovary 


123000 


Uterus 


64 000 


Skin 


37 000 
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order. Globally 843% of adults haive 
high bLoLid pressure, the ncmnal valine 
being defined as under 140/90 rnmHg, 
This condition is a major contributor to 
heart disease as well n^. to stroke, kidney 
failure and other problems. 

In the USA alone the condition af- 
fects an estimated 50 million people - 
or almost 1 in 4 adults; each year 29 
million working days and S2 billion in 
earnings are lost to the country due ro 
hypertensi^^n-rclaredillnesses. 

Lifestyle chanfjcs such as losing 
weight, reducing excessive salt and al- 
cohol intake and increasing levels of 
physical activity can all help to lower 
blood pressure, Dm^b -such as diuretics 
and beta-blockers are widely prescribed 
for hypertension in indusrnalizc<i coun- 
tries but their ctJfit can be prohibitive in 
the developing world. 

Stroke and other cerehrovctscular 
diseases killed about 4 million people 
in 1993, representing 7 r5% uf total glo- 
bal deaths from all causes. Stroke is a 
major cause of handicap in middlc'-a^ed 
and elderly people, causing partial pa- 
ralysis or Ltnpairment to speech and 
other ment'dl faculties. Stroke patients 
pose a growing problen\ in developed 
countries but their needs are largely ig- 
nored, with rehabilitation sen^ ices given 
low or no priority. The care for such in- 
dividuals falls largely on fannilies. 

Cancer killed some 6 million people 
in 1993. The majority of the deaths 
occurred in the developing world, 
iilthougb cancer is widely perceived to 
be a disease of industrialized nations. In 
the developed world rbcrc were aroiuiid 
2 . 5 m i 1 1 ion c ancer d etiths , c ont r ibu ti n g 
some 22% of tbe total. By contrast the 
3.5 million cancer deachs in the devel- 
oping w^orld made up just 9% of the 
ti:>taL There were estimated to be some 
20 million cancer sufterers in the world 
in 1994, wi th 9 million new cases a year. 
(Box 7)^ 

An analysis carried out in 199.3 by 
the International Agency for Researcb 
on Cancer (lARC) looked at worklwide 
cancer mortality trends in 24 geographi- 
cal areas, using 1985 data. Woddwide, 
lung cancer was the biggest single killer 
in men, accounting for 22% of cancer 
deaths. In women breast cancer was the 



main cause of cancer deaths in devel- 
oped countries and the second cause in 
the developing world after cervical can- 
cer. Another frequenr cause of death for 
both sexes was stomach cancer, followed 
by liver cancet in men and colon can- 
cer in women. The researchers esti- 
mated that 20% of all cancer deaths 
could be prevented if tobacco smoking 
w^as eliminated. 

Deaths from cancer of the liver and 
of the cervix, both major problems in 
the developing worlcl could be subsran- 
tially reduced by vaccination against 
hepatitis B and the introduction of cer- 
vical smear test programmes. If all coun- 
tries were able to introduce an effective 
CO mmu n i ry - w ide sere en ing p rogramuie 
in Finland, 76% of the world's deaths 
from cervical cancer - expected to reach 
art jund 276 000 by the year 2000 ■ coukl 
be prevented. A vaccination c^impaign 
a^^ainst hepatitis B in countries with 
high rates of carriers could reduce deaths 
from liver cancer by at least one-half 
Liver cancer is expected to kill some 
296 000 men and around 13 7 000 
woiner^ by the end of the century. 

By the year 2000 there are expected 
to be about 4 niillion deaths annually 
from cancer in males worldwide^ up from 
3. 1 million in 1990, and 3.2 million fe- 
male cancer deaths (up from 2.6 md- 
lion). Of the projected male cancers 
around 2.3 million wdl occur in the de- 
veloping world and 1.6 million in the 
developed. Of the female cancL^ry almost 
2 million wUl occur in rhe developing 
world and about 1.2 million in the 
developed. 

WHO estimates that in 25 years' 
rime new cases of cancer each year (not 
deaths) in developed countries will have 
increased from roughly 4 million today 
to 5.S miUion. in the developing world 
the figure will have doubled from 5 mil- 
lion to 1 0 million. Almost two -thirds of 
cuncers over the next 25 years will oc- 
cur in the developing world. Approxi- 
mately 20 million people are alive with 
cancer at presenr; by 2015 there will 
probably he more than 30 miUion. 

Chronic ohstructive puhrtsmary dis- 
eaaes such as chronic bronchitis and 
emphysema killed nearly 2.9 million 
people iti 1993, representing about 6% 
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of total deaths. The: number of sufferers 
in the world is put at 600 million. This 
is the second largest known catejjory of 
persons with 9 single disorder recorded 
by WHO. At the same time there are 
believed to be 275 million asthma suf- 
ferers in the world, although WHO has 
no data on the number of deaths each 
year due to thij^ condition. 

In the United Kinj^dom respiratory 
diseases account for cne-quarrer of gen- 
eral practitioner consultations. The 
most prevalent of them, chronic bron- 
chitis, afflicts 8-17% of the population. 
These data are typiciil hr Hi] rope, but 
ther^ are also widespread problems in 
developing cauntriecs. Data from four 
African countries show that 10-20% of 
adults have chronic bronchitis, SuTiilar 
figures have been obtained frotii Indta 
and Nepal. Of the 2.9 million deaths 
from chronic (?h.stnictive lung diseases, 
nearly 2 million ere in the developing 
world. 

Indoor pollution from fuels like 
brown coal in Chin^i, or wood and cattle 
dun^ in Africa, k the main risk factor 
in the developing world whereas in de- 
veloped countries it is cigarette smok- 
ing. There ts increa^;in^^ concern that m 
pollution and car exhaust emissions may 
be adding to r.lie rising number of asthma 
cjises. 

Diabetes melUtus h a growing pub- 
He health problem in both developed 
and developing countries. A recent 
WHO expert group estimated that mt )re 
than 100 m ill ion people will suffer from 
diabetes by the end of this century - 85- 
90% of thetiL with the n on -insulin- de- 
pendent form (NIDDM). Older people 
and urban dwellers are more susceptible 
to NIDDM, hi Europe the prevalence is 
2-5% of the adult population. Recent 
surveys indicate a prevalence of diabe- 
tes in the Indian subcontinent of 10% 
rising to 25 % by the a^je of 60. On the 
Pacific island of Nauru and anion ^ the 
Pima Indians of Arizona in the USA, 
half the population aged 30-64 are af- 
fected, and it is predicted that I in 
every 5 North Americans will develop 
the disease by the age of 70. NIDDM is 
strongly associated with the adoption of 
a Western lifestyle, with risk factors in- 
cludinfJ obesity', lack of physical exercise 



and inapprtipriatc diet, and is thus po- 
tentially preventable, 

Insulin^dependent diabetes mellitus, 
which usually starts in childhood, re- 
quires daily insulin injections and con- 
tinual vigilance again&t taking too much 
or toc3 little insulin. In developing coun- 
tries tlie prohibitive cost of insulin can 
mean that the condition is a death sen- 
tence. Eveti in the hest-controUed cases, 
with both forms of the illness, there is a 
greatly increased risk of heart disease, 
kidney fadure, blindness and gangrene 
leading to limb amputations. These 
complications are extremely costly, both 
to the individual and to society. One 
recent estimate put the cost of diabetes 
in the USA alone, both direct and in- 
direct, at $92 billion a year. 

Congenital and hereditary diseases 
are growing public health concerns. 
25-60 per 1 000 livehorn infants are 
estimated to have conf^enital abnormali- 
ties. Rapid progresii in molecular genet- 
ics is making it Incteasingly possible to 
screen for inherited conditions, particu- 
larly single gene defects such as 
thalassaemia and cystic fibrosis, and is 
at the same time opening the way to 
their treatment. 

Such techniques will alert parents to 
the poiisihility that their child wiW be 
badly handicappedi while having ethi- 
cal and resource implications for health 
services and society as a whole. Couples 
face the moral dilemma of deciding 
vi^hether or not to opt for an abort it>n in 
countries where this is permitted. !n the 
case of diseases like hi anting ton chorea, 
where the effeers will not become ap- 
parent until late middle a^e, there is a 
real question of whether people want the 
knowledge of what is j^oing to happen 
to them. 

Society has to decide how widely 
genetic screening services should be or- 
giinized, and how much effort should be 
put into counselling couples about the 
implications of the tests. The dilemmas 
are likely to increase rapidly as new dis- 
ease-causing genes are being di,scovered 
virtually every week. When genes are 
found that contribute to common ill- 
nesses such 2S heart disease, cancer and 
mental illness, the decision about 
whether to set up scree ninj^ progmrnmes 



Diabetes mellitus is a growing 
public health problem. More 
than 100 million people will 
suffer from diabetes by the 
end of this century. 
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Mental health 



On average smoking kills 
6 people a minute. 

Smoking is already killing 
3 million people a 
year worldwide. 



or not will become even more acute. 
There will probably be growing con- 
sumer presiiUTe for such services and hard 
decisions will Kirive to be made abour 
what health resources should be devoted 
to th<?m. 



Where in the global burden of disease 
should sorrow rank? Bereavement, sepa- 
rat ion t loss or betrayal can enjelly un- 
dermtne the human spirit. The p^^iin oi 
emotional wounds may last a lifetime* 
The burdens of sorrow, depress itm and 
anxiety, the silent misery of loneliness 
and rejecrion^ particularly amongst 
many elderly people, are largely ignored. 

Mental ilbhealth is at the bottom 
of the medical pecking order. Only the 
most severe cases ^ such as schizophre- 
nia or manic depression, receive what 
minimal care there is, even in dt^vc loped 
countries. Moreover there are disturb- 
ing signs that society would sooner have 
SLJch patients wandering rhe streets 
liomclcss than provide them with the 
care they need. The stigma of "madness" 
is stili a potent barrier in preventing ill 
people from receiving Kelp^ 

Some 500 million people are be- 
lieved to suffer from neurotic, stress-re- 
lated and somatoform disorders 
(psychological problems which present 
themselves as physical complaints). A 
fiirther 200 milUon suffer frotn ttuioJ 
disorders, such as chronic and manic 
depression. Mental retardation affects 
some 83 million people, epilepsy 30 mil- 
lion, dementia 22 million and schizo- 
phrenia 16 miUion. In developed 
countries a huge proportion of visits tt: 
family doctors are not for medical, but 
for social or emotional reasons. The 
problems are to do with low income, un- 
employment J poor housinjj and failed re- 
lationshipSi and in most cases it is 
beyond the doctor's power to help. 

Safeguarding mental health in in- 
creasingly fractured societies, where 
many of the previous cultural and so- 
cial support systems (yiicfi a^s the family 
or organized religion} are weakeninj^^ is 
an avk^esomc challenge reaching far be- 
yond the realms of health care systems. 



Smoking 

Smoking is emerging tis the world's larg- 
est single prevcnrable; cause of illness 
.md death. WHO estimates that there 
arc about Id billion smokers in the 
world roday. About 300 million (200 
milHon males and 100 million females) 
are in the developed world - hut in de- 
veloping countries there are nearly 3 
times as many J some 800 million, iilmost 
all males. Globally 30% of adults (48% 
of men and 12% of women) are regular 
smokers. On average smoking kills 6 
people a minute. Smoking is already kill- 
ing 3 million people 3 year worldwide. 
If current trends continue, this figure i.s 
expected to reach 10 million by 2020. 

In the USA, where traunvatic deaths 
are more coinm<m dian in other devel- 
oped countries, the risk from smoking 
still tar outweighs other dangers. On 
average among 1 OOC 20-year olds who 
smoke cigarettes regularly, about 6 will 
die from homicide; Eibout 12 will die in 
mo tor- vehicle accidents; about 250 will 
be killed by smoknig in middle age^ and 
a further 250 will die from smoking in 
old age. 

A recent British study cimcluded 
that smoking can kUl or cause harm in 
24 different ways. The diseases include 
cancers of the lung, mouth, pharynx, 
lar^^ix, oesophagus, stomach, intestit\e, 
pancreas imd bladder, leukaemia, 
chronic bronchitis and emphysema, pul- 
monary heart disease, tuberculosis, 
pneumonia, raised blood pressure, hearr 
disease, bkKking of the arteries, brain 
clors, two ftjmis of brain haemorrhage, 
sudden rupture of the aortaj stomach 
ulcers and duodenal ulcers. There are 
add it ion El I dangers for women. Smoking 
can cause ectopic pregnancies, increase 
the chances of a premature ox under- 
weight baby, and contribute to cer\4cal 
cancer by damaging the linini^ of the 
cervix. 

Many srudies, including the above, 
have highlighted the benefits of stop- 
ping smoking, even after many years. 
Those who stop at any ^ige before seri- 
ous disease setis in have mortality rates 
in later Life considerably lower than 
those who continue. lt'.s never too late 
to stop. 
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Oral health 

Oral heaLth status, as reflected by the 
average number of decayed, missing and 
filled teeth among 12 - year old children, 
is generally improving in the developed 
world; the developing and the least de- 
veloped countries^ however, showed a 
deterioration. Globally there were about 
L9 billion persons with dental caries; 
165 million with periodontal diseases; 
and 13 million with edentulism. The 
number of teeth still possessed by eld- 
erly people is a crucial factor in whether 
they can eat properly and hence affects 
their quality of life, yet oral health is 
given low prioriry tn many countries. 

Inadequate accei?ij to basic or emer-^ 
gency oral health care is now better rec- 
ognized to be a problem iti the 
developing world. Although reliance 
continues to be placed on dentists and 
the use of expensive, sophisticated 
equipment, the situation is now that af- 
fordable and sustainable activities are 
being identified to extend care to rural 
and disadvantaged urban communities. 

AccidentSjr Wo/ence and suicide 

External causes of mortality! such as 
motor- vehicle accidents, fires, homicide 
and violence, suicide and occupational 
disease and injuries killed some 4 mil- 
lion people in 1993, or nearly 8% of the 
global total (of which some 3.1 mdlion 
were in die developing wodd). Falls, 
fires, drowning? and such like killed 1.8 
million people. Motor irind other road 
accidents killed 385 000 people and 
there are estimated to be about 10 mih 
lion such accidents each year- Around 
779 000 people took their own lives and 
some 302 000 died as the result of vio- 
lence or homicide. Occupational acci- 
dents claimed the lives of 220 000 
people. These figtrres do not include 
those killed in wars :.ind civil unrest. 

Pov^erty, as in almost every other 
CQtegon' of illness and disease, plays a 
significant role in increasing the 
chances of death and injury from exter- 
nal catises. Unsafe working conditions, 
inadequate hauKing^ poor road engineer- 
ing, the widespread use of agricultural 



and other chemicals without proper pre- 
cautions, social bretikdown and even 
military conflict are all rooted in eco- 
nomic and social factors. 

injuries remain in most countries jl 
peti^istent, and in some cases increasing, 
cause of death and disability, particularly 
among the younj;. Accidental injury is 
an important cause of death in children 
and young aduks (5-29 years), if homi- 
cide is added, external injury is a lead- 
ing cause of mortality in this age group. 
There are an estimated 330 000 occu- 
pational injuries every day in addition 
to a daily toll of about 600 deaths. 
Almost 70 million new cases of occupa- 
tional disease result each year from vari- 
OU.S exposures at worL Agrochemicals 
cause around 3 million poisonings an- 
nually^ mostly among poorly- protected 
labourers in the developing world. De- 
spite the sciile of the problem, up to 90% 
of workers have no access to occupa- 
tional health services. 

Blindness and deafness 

There were About 38 million blind 
people worldwide in 1990, with an in- 
crease of 10 million since 1976. Some 
58%, <]r 22 million people ^ are aged 60 
and above. In addition there are esti- 
mated to be a further 1 10 million people 
with impaired vision. Based on popula- 
tion trends, there may he 54 million 
blind people over the age of 60 by the 
year 2020, of whom more than 50 mil- 
lion will be in developing countries. It 
ha5 been estimated that 42 million 
people worldwide suffer from moderate 
to serious hearing loss. However, this is 
likely to be a gross underestimate. 

Women^s heottk 

In developed countries in 1991 there 
were more than 200 000 deaths of 
wouien aged 15-44, of which 4 000 were 
ascribed to maternal causes. In the de- 
veloping world there were almost 2.4 
million deaths among women in the 
same age group; and of those, more than 
500 000 - almost one -fifth - were as- 
cribed to maternal causes, most of which 
are easily preventable. Chief among the 



There are an esifmated 
330 000 occupational injuries 
every day in addition to a 
doily toll of about 
600 deaths. 
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causes were haemorrhage, sepsis, 
h^perteni^ive disorders of pregnancy and 
obstructed labour. Each year millions of 
children are left without morhers, rlius 
imperilling rheir own iminediHte safety 
and leaving them vulnerable to psycho- 
logical and social burdens in the future. 



Box 8. The motberbabY package 

The mother-baby package is based on the following principles considered to he the four 
pillars of sofe motherhood: 

(1 ) to ensure that individuals ond couples ho\^e the necessary family planning informotion 
and services to plan aid space pregnancies; 

(2) to provide proper antenatal care so that complications of pregnoncy are detected as 
early as possible ord correctly treated; 

(3} to give ol! birth attendants the necessory knowledge, skills and equipment to perfornn a 
clean and safe delivery ond provide postpartum core to the mother end baby; 

(4) to make essentiol obstetric care ovailoble for all high-risk coses and ennergendes. 

The package recommends a bosic set of simple interveitons focused on tlie main causes of 
maternal moiAf. 

■ before ond during pregnancy: information and services for family planning; STD/HIV 
prevention and manQgement; antenatal registration, checkups; treotmentof existing con- 
ditions [e.g. malaria, tiookworm); advice regording nutritioo and diet; recognition, early 
detection and monQgement of complicoHons such as eclcmpsio, bleeding, abortion ond 
onoemta; tetanus toxoid immunization; iron/folate supplementation; 

■ during pregnancy: dean and safe delivery; occess to essential care at a heoltfi centre or 
hospital for bleeding, eclampsio, prolonged/obstructed lohour end other compliCDttons; 

■ after delivery (motfier): prevention and early detection of postpartum haemorrhage, 
sepsis and eclampsia; postpartum core including support for breast-feeding, family plan- 
ning and STO/HIV prevention services, tetanus toxoid immunizotion; 

m after delivery (newborn): resuscitation uvhen necessary; keeping the haby warm; early 
and exclusive breastfeeding; prevention, early detection and treotmentof infections in- 
cluding ophthalmia neonatorunn and cord infections. 

If pmpedy applied the mother-baby package could avert about 2/0 000 maternal deaths or 
over 50% of the estimated total of around 500 000 per yeor, as follows: 



Cause of death Percentage of deaths averted 



Haemorrhage 


55 


Sepsis 


75 


Eclampsia 


65 


Obstrjcted labour 


80 


Unsafe abortion 


75 


Indirect causes 


20 



The differences m maternal mortal- 
in^ between countries are unacceptable. 
In Europe maternal momiiLy is 50 per 
100 000 live biitKs. In Africa the figure 
is more tlian 670- a 13 .5 timei> greater 
risk. Maternal morraliry in the 47 least 
devciloped countries h appallinfriy h igh, 
reaching more than 700 per 100 000 live 
births in 1991. 

Of rhe half a million estimated ma-- 
tcrnai deaths in 1991, haemorrhage 
caused about 130 000, with an estimated 
14 million case^i annnally, Inditect 
causes during pregnancy, such 
anaemia and malaria, resulted in 
100 000 deiriihs out of a total of some 
13.5 million cases. Sepsis took the lives 
of 75 000 women, with around 1 2 mih 
lion cases. Obstructed labonr was re- 
sponsible for the deaths of 38 000 
women, with some 7 mtllion cases. 
Hypertensive dii^ orders of pregnancy, 
including pre -ec lamps iti and eclampsia, 
took the lives of about 60 OOO women, 
with an estimated 7.1 million cLises a 
year. Between them haemorrhage, 
sepsis, abortion, hypertensive disorders 
and obstructed labour are believed t(3 
have resulted in the long -term or per-- 
nianent disablement of some 18 miUion 
women (from conditions including se- 
vere va^jinal) urinary and bowel prob- 
lems, ectopic pregnancies and 

infeTttlir^O- 

There were an estimated 1 40 unsafe 
abortions for every 1 000 live births in 
199C. Among 1 COO women aged 1549 
there was one m^safc abortion in mar^ 
ket-economy councries, 23 in countries 
in economic tr^^nsition, 16 in develop- 
ing countries, and 2S in the least dt;v el- 
oped countries. In all, there are around 
20 million such procedures each year, 
causing the dearh of almost 70 000 
women. 

Globally it is estimated that in 1990 
more than half the number of pregnant 
women were anaemic ^ a threat not only 
to the mother's health, but also a con- 
tributing factor to low birth weight. 
Hookworm infection due to Nccator 
rnnaricanus and Ancyh'iioma dwj(kmk 
exacts a heavy toll especially on women 
of child bearing age and young girls, 
causing iron deficiency anaemia which 
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is associated with high maternal mor 
tality and morbidity and lowered .school 
performance. WHO has estimated {ihm. 
44 million pregnant women worldwide 
are infected. 

While there arc ju&tifiabie concerns 
over the lack of medicfil care for preg- 
nant women in developin^i countries^ 
there are complaints in many developed 
countries that the process of birth ha.s 
become overmedicalizcd, so that a natu-- 
ral hanuin process has been turned into 
an illnesa. The widely differing rates for 
Caesarean deliveri^^s, for instance, sug- 
gcsr that birth practices are influenc[:d 
by factors other than strictly medical 
indications, tn the Americas^ Caesarean 
section accounted for .5% to .34% of de- 
liveries. 

Over the past three decades con- 
traccptive use hm increased by 27% glo- 
bally, rising in the les.s developed world 
from 9% in 1960^65 to 5.3% in 1990, 
Biit there are still very large unmet fam- 
ily planning needs. In order to meet 
United Nations ^cals to reduce world 
population growth, conrraceprive rate^^ 
in developing countries will have to in- 
crease to 59% by the year 2000. 

In summary 72% of maternal deaths 
are due to the same five main causes 
around the world: haemorrhage, sepsis, 
obstructed labour, eclampsia^ and unsafe 
abortion {Box 8). The remaining 28?^ 
cire due to condition.^ af^^ravated by 
prei^naiicy, such as tnahiria or he pari t is. 
In the wider sense, however, it is pov-^ 
erty and lack of knowledge which cause 
these deaths. Underlyine; the medical 
causes of death are the .social, economic 
and cultural determinants of poor ma- 
ternal health. Low levels of resources 
and skills and insufficient infrastructure 
make access to care difficult^ hi addi- 
tion, women's inferior socioectm<>mic 
status, lack of resources and decision- 
making power and low levels of educa- 
tion hinder their use of appropriate 
maternal health care services* Premature 
death and suffering related to 
cbildb earing arc not inherent in the 
human condition - they are rooted in 
the social, cultural and economic set- 
tings of the countries where they are 
prevalent. Something can be done about 
them. 



Health of the elderly 
A greymg world 

The increase in the number of old 
people in rhe world will be one of the 
most profound forces affecting health 
and social services in the next centur^^ 
In the poorest countries childhood 
deaths are a key factor in average life 
expectancy. But for people who do sur- 
vive, increasing numbers will go on to 
old age. 

Overall the world's popidarion has 
l^een growing at an annual rate of 1,7% 
durini^ the period 19904995 - but the 
population over 65 years is increasing 
by some 2J% annually. Of a world ro- 
Vdi of 355 million people over 65 in 
1993, more than 200 million w ere in the 
developing world, where they made up 
4.6% of the popnkirion, and mote than 
150 million in developed countrie.';, 
where rhe proportion was 12.6S^o, 

The process of populist ion aging 
started earlier in Europe, and 18 of the 
20 countries with the highest percenr- 
ages of elderly are in that region (rhe 
others arc Japan and the USA) where 
1 3-18% of the populatior:i is already over 
65 years. 

Hovvever, the most rapid changes are 
being seen in rhe developing world, w^ith 
predicted increases in some countries of 
up to 400% among people aged over 65 



Fig, 6. Elderly support rafio^ 




Year 

^ Po [HI lotion oged 65 m niore as a percentage of the populoHon ag&c 20-^4, 
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Box 9, Healthy life expectancy 

More then 15 yeors ago all the countries of the v/orld resolved that their health mi health-related 
activities should hcve g common goal of ertsunrg by the yeor 2000 ttiat the health status of all people 
should be sucb ttiat ttiey can ot least work productively and participate actively in the social life ot ttieir 
coTHfiiunity. Recent studies, however, indicate tliat mortalitv reductions have sometimes resulted in a 
lengthening of life in unheolthy circumstances, incrsased inoctivily end dependency as well as higber 
rotes of chronic, non-lethal impaiTments, particularly among the elderly. It is being asked whether 
people are sufviving chronic diseases only to live on in poor health. 

Since life OKpectancy measures are of liriited "nterest \rti'hen it comes to assessing the quality of 
years lived, wtretfier during endy years or at higher oges, several other measures are being investigated 
- for example disability-free \h expectancy, qualitydjusted life expectancy, disability-odjusted life 
years (used by rhe World Bank), and years of productive life last (used by OECDj. More recently the 
notion of "health eKpectoncy' has emerged, referring to life expectancy in a given state of heolth, as 
governed by a broad mnge of positive and negative factors such as impairment, disability, handicap and 
self-rated healtfi. 

Wtfiough inrernational comparisons ore not yet possible due to differences in study design, data 
collection and the classification of healtfi expectoncy, recent reseorch has shown the following pottems 
of general life expectancy (LE) and disability-free life expectancy (DFLE) in different groups of countries.^ 

expeifaifcy^ 



At biith 




At age 65 




Selected coun tries Make Female 




Male 


Female 


(latest available data) LE DFIE LE DFLE 


LE 


DFLE 


LE 


DFLE 


Devehped market-eionomy lovntrfes 










Canada, 1986 


14.9 


8.1 


19.2 


9.4 


Finland, 1986 


13.4 


2.5 


17.4 


2.4 


United Kingdom, 1991 


14.3 


13.6 


181 


16.9 


leQSt devslofted covnffhs 










Myanmar,1989 ■ 


12.0 


11.1 


13.5 


12.8 


Other devehpmg tomtrhs 










Egypt, 1989 ... 


12.1 


10.8 


13.3 


10.1 


FijiJ9B4 


13.1 


10.5 


14.6 


104 


MalaysiaJ98^ 


13.4 


11.9 


15,0 


12 J 


Repubncof Korea, 1934 


12,9 


9.0 


15.0 


9.4 


Sri Lanka, 1989 


13.2 


12.3 


14.7 


13.4 


Tunisia, 1989 


12.7 


11,3 


13.8 


11.4 


fuiKtional limHathns-free tife expectancy^ 


At birth 




At age 65 





Satected countries 


Male 


Female 




Male 


Female 


(latest ovoi table dato) LE 


DFLE 


LE 


DFIE 


LE 


DFLE 


LE DFLE 


Dsvehped market-economy 

Ausiaiia, 1992 74.5 
Spain, 19G6 73.2 


(ountri&s 

58,2 
61.6 


80.4 
79.6 


64.0 
63.6 


15.4 
15.0 


6.4 
7.0 


19.2 9.0 
13.4 6.9 


Ofher developing countries 

Indonesia, 1976-1977 51.8 


47.8 


54.8 


50.3 









° Bnsd on figures prepared by tlie Herv^rk Health E!{[)ectancy and ihe Disnbilily Process (UEVES}. which brings ttigetlier resecrch- 
^ra ii ttiii fl&ld. 

^ Rfifefs to ttie ovGrpge iiumher erf year; m irdividynl is ejipacted to live witlioit rsstrictions in a numhj of basic ortivities v doily 
living such gettiig ifi and oi>t of bed, dressing Dfid woshiig, nnd "instrun^ental" difficulties sutb os cooking, shctpplng ond 
housekeeping^ if currert poltertE of mortaliry cjnd difficu'tiei in psrfcsrmance of tte activities continiifl }o apply. 
Ifefers to ths average number ctf yeaE^ an individudl is especred rc live free of MMm on ionction^ such ns bending, picking up 
obiectsond walkings if turr&nt potlafns of mM\ti un^ [tiffi(ulries In performance of tbefunt lions conlinie to cpply. 



during the next 30 years. In developed 
countries tlie increase will in some casoa 
be as low as 30?^. 

Alongside an increase in the nutn-- 
beruf people aged over 65 there will be 
ji dramatic rhc in the numbers of "old 
old" - people over 80. In 1 993 they con^ 
stituted 22% of chose over 65 in the 
developed world and 12% in the devel- 
op in <j wt>rld. 

Longer life - or more years 
ofsKkness? 

The worlU elderly support ratio (the 
number of pe()ple over 65 years com- 
pared to those iiged 20-64) in 1990 was 
1 2 elderly to every 1 00 people of work- 
ing age {Fig. 6), It is estimated thtit the 
figure svill be 1 2,8 in the year 2000 and 
13.2 in 2010. Tlie estimated nitios for 
1990 and the year 2000 were 20 per 100 
and 23 per 1 00 respectively in developed 
countries and about 9 per 100 and 10 
per 100 in the develop inj^ world. In 
other wt^rds while popLilation growth 
during 1990''2000 is estimated to be 
1 7%t the increase in the number oi eld- 
erly is likely to be 30%. 

Over the coming decades there will 
be more old people depending on fewer 
people of work in age as the source of 
funding for their health care. .Advances 
in health technology extend life, but do 
not necessarily improve the quality of 
life and raise profound ethical questions. 
Unless the productivity of the working 
age population increases i there will he 
a growinf^ problem of providing the 
funds to enable the elderly to live a se- 
cure and dignified life. 

One of the most difficult questions 
facing health planners and politicians 
trying to alkx:ate funds, as well as the 
conmiunicy and individuals themselves, 
is whether increased life expectancy 
means more health or simply more years 
of sickness. Life expectancy is not an in- 
dicator of the burden of disease in old 
age. Incrcasini^ age makes self-reliance 
more difficult. It brings growing disabil- 
ity, an inabdity to walk, climb stairs or 
carry heavy loads and so on. In addirion 
old age can brint; financial hardship and 
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poverty, as even well-providcd pensions 
- where they exist - arc less than pe< >ple 
tfdmcd when they were working. 

Surveys of elderly people in many 
countries show a high prevalence of such 
conditions as arr:hritis and rheumatism, 
deafness and poor viiiion a ad of specific 
chronit: diseases of the Incart, brain and 
lungs incliidii-ig stroke, ctemcntia and 
cancer. Old people are therefore high 
consumers of health services- In some 
countries the elderly comprise just 10% 
of the population but use 30% of the 
services. One of the most urgent but so 
far generally neglected need^ with re- 
gard to care of the elderly is to find some 
sort of measure to assess disability and 
the quality of life, in order to provide 
information for setting of service priori- 
ties, plaruiing and evaluation (Box 9). 

DemBntia and arthritis 

Two of the most cniel burdens facing the 
elderly are dementia, particularly 
Alzheimer disease, and the crippling 
pain of rheumatism and arthritis. Both 
can destroy quality of life, place huge 
burdens on relatives and carers and take 
up immense amounts of health and so- 
cial iiervicc resources, although neither 
is amenable to cure. 

Oementia, a sad and often lengthy 
life in limho for both sufferers and their 
relatives, is believed to affect at least 22 
million people worldwide. The chances 
of contracting the condition increase 
with old age so that those over 80 have 
a 15-20% chance of becoming de- 
mented. In the 1 2 states that comprised 
the European Union in 1994 it was es- 
timated that in 1990 there were some 
3,5 million people with demeniia. By 
2000 this figure is expected to increase 
to about 4 mdlion. 

Joint pain caused hy rheumatism and 
arthritis places a huge burden on rhe 
elderly, hut it largely i^oes unrecorded 
and is sometimes seen by doctors as the 
inevitable price of getting old which 
patients have to bean Howevetj it is the 
reason for massive prescriptions (?f pain- 
killers, which in themselves can go ori 
to cause s comae h ulcers^ and is the prime 



reiiscjii for rhe lengthening queues of eld- 
erly people needing hip rcplacemeni: and 
t >ther j o i nt-rep lacement ope rdt i r >n s . The 
prevalence of rheimiatoid arthritis in 
different popu hit ions has been estimated 
at 1-5%, Assuming an average preva- 
lence of 3%, this suggests that there are 
at least 165 million people in the world 
with rheutiiatoid arthritis. 

The second most prevalent chronic 
rheumatic disease is osteoarthriti!!, 
which can strike all the joints. It causes 
significant damaj^c to the knees in about 
20-40% of people over 70 years and to 
the hips in 5-10% of those aged over 65. 

Another significant skeletal disease 
in the elderly, particularly among 
women, is o.steoporosis - thin bone dis- 
ease. Around 1 in 3 women ^g^d over 
50 are affected and i^re thus far more 
prone to hone fractures, including bro- 
ken hips and damage to the vertebrae. 
About 1 J million hip fractures occurred 
in 1990 throtighout the wnrhi Global 
dar^i on vertebral fractures and forearm 
fractures are not available. 

institutional me 

Long-term care of the frail elderly is 
becoming one of the most hotly-debated 
medical and politicFil issues in many 
developed countries, and the develop- 
ing world t<3o will soon have to wrestle 
with it. 

The question of who pays for the 
care of the elderly will increasingly con- 
front health ;^er vices around the worlds 
and society a^ a whcjle. Old age can bring 
great loneliness. In developed countries, 
and increasingly in deveU>ping ones, a 
woman whose husband dies in his 60s 
may f^rill have 20 or even 30 years of life 
as a widow. If people are not to he left 
destitute, and uncared for at the end of 
their lives, more attention must be given 
to social mechanisms for the support of 
the elderly and the means to fund them. 
The problem of aging need not be 
medical i zed. Making the aging popula- 
tion a resource for the community and 
healtli services enables them to live in 
dignity. 



Oementio, a sad and 
often lengthy life in limbo 
for both sufferers ond their 
relotives/is believed to 
affect ot least 22 million 
people woddwide. 
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General health issues 
A chaaging world 



Poverty has continued 
and will continue to be a 
niQfor obstacle to health 
development. 



hi the last 10 ycEirs there Wah been an 
iinfortr.seen ^nd overwhelming global 
trend towards tbe dcmocryitization of 
political systems, accompanied by much 
greater participation of people in dctt:i> 
mining their own future. On the other 
hand, while the end of the cold war has 
relieved the tension between Ea-st and 
West, legion al and U>cal conflicts and 
warfare have persisted and emerged. 
Hopes were hi^h for reduced spending 
on arms and greater spending on health 
dcvebpinenL- So far this ^*peace divi- 
dend" has not mater ializedj or has been 
absorbed by peace-- keeping efforts, leav- 
ing meagre resources for btiman deveb 
optnenc. At the s^me time the growth 
in the numbers of refugees and displaced 
people in recent years due to these 
conflicts has raised serious problems for 
the provision of health care, and it 
would be naive to expect chat they will 
disappear. 

The changing demographic picture 
across the world together with the rapid 
shift towards urbanization will have pro- 
foimd implications for tbe delivery of 
health servicei^. The ut\planned and of- 
ten chaotic growth of niegacities in the 
developing world will pOr;e particular 
challenges, as poor sanitation and hous- 
ing will encourage the spread of infec- 
tious dlsetii^es. 

Long-tenn growth in the capacity of 
the world economy to supply goods and 
services has led to widespread improve- 
ments in material standards of living for 
most of the w\:rld's population. Never- 
theless, although the gap between de- 
veloped and developing countries bas 
narrowed, the gap betw'een the devel- 
oping and least developed countries has 
widened. Although it is difficult to 
see such a situation changing markedly 
over tbe next five years, efforts to bridge 
the f^p must be a pri.ority fox the world 
community* 

Poverty has continued and will con- 
tinue to be a major obstacle to health 
development. Poverty is perhaps the 
major single determinant of individual. 



family and commnnity health. The 
number of poor people has ii\creased 
substantially, both io the develop inig 
world rind among underprivileged 
groups and communities within devell- 
oped as well us developing countries - 
particularly in the slums of the g rent cit- 
ies. During the second half of the 1980s, 
the number of people ii^ the wotld liv- 
ing in extreme poverty increased, and 
was estimated at over LI billion in 1990 
- more than oneTifth of humanity. An 
expanding world population Lmd a grow- 
ing elderly population carry with them 
the danger of an even j^reiiter divide 
between those who arc rich and those 
who are poor. Here again is a formidable 
gap to be bridged, 

Against any optimism about the glo- 
bal economy throughout the remainder 
of this century and beyond should be set 
a number of major uncertainties. Tliere 
has been a disproportionate flow of re- 
sources from the developing to the de- 
veloped w^orld - poor countries paying 
money to rich countries - because of 
debt servicing and repaymerit and as a 
consequence of prices for raw materials 
that favour the latter at the expense of 
the former. Structural adjustmeiAt poli- 
cies aimed at improving economic per- 
fortnance of poor countries have in 
many cases made the situation wor.se. 
The w^ords of Robert McNamara, spo- 
ken in 1980 when he w^as President of 
the World Bank, still bold tnje; "The 
pursuit of growth and financial readjust- 
ment without a reasonable concern for 
equity is ultimately socially destabilising". 

A worrying trend is growing unem- 
ployment, especially in developing 
countries without social secutity ar- 
rangements to cushion those out c:f 
workn Studies in a number of countries 
have documented the severe negative 
effects of unemployment on health. 
Long-term unemployment is creating a 
new class of untouchables" - bv exclude 
ing a Isrge group of people from the 
mainstream of development and society. 
This is yet another gap to he bridged. 
The unemployed are a potent remirrder 
of the dangers of assuming that the gen- 
eral prosperity of a county will trickle 
down to all its members. Even in the 
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wealthiest countries, such as the USA, 
the gap between the richest and the 
poorest has widened dramatically over 
the past decade, with a fall in real wa^cd 
for the poorest. In many countries of the 
former USSR the transition to market 
ecorLomie:> has been accompanied hy a 
drastic fall in real wages for many. The 
inability to huy nutritious food or secure 
waim and dry accommodation is pro- 
ducing 3 legacy of ill-health which mny 
persist for many years until the benefits 
of market economies become tangible 
for all. 

There is considerahle concern ahout 
the adverse hcalrli effects of continuing 
environmental degradation, pollution 
and the uncontrolled dumping of chemi- 
cal wastes, diminishing natural re- 
sources, depletion of the ozone layer and 
predicted ^dobal climatic changes. The 
Rio Declaration which emerged from 
the 1992 United Nations Conference on 
Environment and Development, with its 
action plan on sustainable development, 
gives hope that action will be taken to 
protect the future health of the people 
of the world by preventing environmen- 
tal disaster. 

The global situation with regard to 
literacy is Improving, but this improve- 
ment is not shared equally. Illiteracy, 
common among women and the poor, 
continues to impede health and social 
developtuent. Overall adult literacy is 
expected to increase to about 80% by 
the end of this century, although for the 
least developed countries a rate of only 
about 50% is projected. Millions of 
youn^ people still have no opporrunity 
for education, and girls and women con- 
tinue to be underre presented in the 
classroom; female li teracy remains a key 
developmental i^suc. 

The structure of the family, the ba- 
sic unit of suppott and nurture for both 
children and adults, is undergoing rapid 
evolution in many parts of the world. 
Extended netwt^irts of relatives are be- 
ing lost and traditional patterns of so- 
cial support thereby weakened. 

A growing number of women in the 
developed as well as in the developing 



world arc entering paid lahour for ec<i- 
nomic reasons. This produces welcome 
household resources but can also in- 
crease social strains within families and 
place even greater burdens on women. 
However, because of the cultural and 
social setting, aging populations func- 
tion as resources in the family » commu- 
niry and health services in most 
dcvolopin^^ countries. 

Changing social mores, with a move 
towards shorter marriages and more di- 
vorces in many countries, are leading to 
family breakdowns which have repercus- 
sions for individuals and fr^r social ser- 
vices that may be called in to provide 
help for children and single parents. 
Family breakdown has an impacr on the 
behaviour of younj^ people with re^^ard 
to sexual relationships and the use of 
tobacco, alcohol and other drugs. The 
ultimate family breakdown involves the 
situation where children leave home or 
arc pushed out, and are forced to eke 
out an existence on the streets. The 
millions of street children across the 
world pose a severe challenge to health 
and welfare services. It is difficult to pre- 
scribe easy remedies as to how these 
children should be reached and their 
future looks bleak unless there is a ma^ 
jor societal shift in accepting that their 
care should have priority. 

The soaring world pc:pulation will 
strain to the limit the ability of social, 
political, environmental and health in- 
frastruc tares to coptv Lt more than 
doubled from 2.5 billion in 1930 to 
almost 5.6 billion in 1993, with 4 4 bil- 
lion in the developing world, including 
5 56 million m the least developed 
countries. 

In many least developed countries 
geographical, climatic and environracn- 
tal factors remain a major factor of ill- 
health. Manyhave wet tropical climates 
which favour mosquitos and other vec- 
tors of disease. Many still lack safe wa- 
ter and sanitation, upon which the 
control of many infectious diseases 
largely depends. In [990 ^ more than 
1 billion pe<:)ple in the developi ng world 
lacked access to safe drinking- waten 



The soaring world population 
will strain to the limit the 
ability of social political, 
environmental and health 
infrastructures to cope. 
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h many countfies the skills 
mixofheolthteomsisstifl 
inoppfopnate, ond personnel 
Qie poorly distributei 
Market forces alone cannot 
Qchieve a rational anri 
cost-effective mix. 



Sustainiag health far nil 

The concept of health for all has 
changed the workf s rhinkinj? about how 
health should he provided. Placing 
equity of access to health at the heart of 
health-care delivery and giving? greater 
emphasis to achieving this goal through 
primary health care has become a j^lo- 
bal blueprint. However, sustaining b^^tb 
the belief in the concept and its practi- 
cA implementation has been difficult, 
partly because of the economic reces- 
sion, cost implications, resistance to 
change and political problems in divert- 
ing resources froQi other areas towards 
health. The fundamental reason is that 
there is still Uttle recognition at the 
pohtical and policy levels of the close 
interrebitionship between poverty and 
ill'hcalth. It is disheartening to see that 
resources are allocated for high technol- 
ogy medicine while ignoring the basic 
human needs di the poor. A rectifica- 
tion of this imbalance will not only 
make the poor more healthy but abiO less 
poor. There is a need for strong and sus- 
tained leadership to continue to push 
forward the goals of health for all - and 
there is an ovcrwhelmiriig need to retain 
and itnplement the principle of fair and 
equal treatment for alb so ensuring bet- 
ter health and not merely itnproving ac- 
cess to health care. 

hvircnmefttaf health hazards 

Acute and chronic exposures to chemi- 
cals during their production, storage, 
transport and use affect many md lions 
of people every year. Agrochemicals 
alone lead to about 3 million poisonings 
a year. Millions more people are exposed 
to toxic chemicals in food, drinking- 
water or air 

Niiturally occurring toxic chemicals 
are of particular concern in poor com- 
munities with a traditional lifestyle, es- 
pecially if people get most of their food 
and all their drinking-water from local 
sources. Geochenncal conditions may 
crearc particularly high concentrations 
of trace elements in food or water, lead- 
ing ro local endemic diseases, which may 
affect millions of individuals. 



Epidemics of poi signing in such cir- 
cumstances have occurred in India and 
Atjghanifltan and are tntijor concerns in 
other parts of Asia and in Africa. The 
extent of the health impact is iinknown, 
but more is being learned about local 
situations as national chemical safety 
programmes arc fottnulated. 

Resources for health 

Resource constraints are forcing most 
countries to reassess their e;xisting ar- 
rangements for health care financing 
and pru vision. Many countries are con- 
cerned about responding to growing de- 
mand and rising costs in the health 
sector, while ensurinE? value for money. 
They are under pressure to develop 
Keahh policies and structures that pro- 
vide better quality health care while 
using resources more efficiently. Gov- 
ernments are experimenting with alter- 
native forms of health financing 
(Box JO). In many countries a complex 
mix of funding sources and care pnn id- 
ers in both public and private sectors is 
emerging. The role of government is 
inere^isingly being seen to create an en- 
abling environment in which all ptovid- 
ers are regulated, monirored and 
evaluated in a coordinated fashion. But 
there is unease in some quarters that 
governments may be silently withdraw- 
ing from their responsibilities to provide 
care, acting instead as ring masters while 
other actors do the work. 

In many countries the skills mix of 
health teams is still inappropriate, and 
personnel are poorly distributed. Mar- 
ket forces alone cannot achieve a ratio- 
nal and cost-^effective min. Scientific 
and technical developments, changes in 
health care delivery and rhc need to 
keep costs from rising all mean that in- 
novative uh ink ing is required about how 
health professionals are to be deployed. 
This will probably require radical depar- 
tures from traditional roles. 
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Health mfrastru^ture 

Tht^ most pn^ecrivc vaccmes^ die most 
effective dvvgi^, the most powerful anti- 
bio tics -none drc of use if rKe people in 
need do not get them. Althou^^h the 
concepts of tlie rational use of drugs and 
the essential drugs list yire widely ac- 
ccptcd, the lack of foreign currency for 
purchasing needed supplies i.nhil>iLs 
countries' ahiliLy to pruvidc pritnary 
health care to a great miiny people. 
Abouc 1 billion people worldwide do not 
have regular access tokx:al heiilth ser\^ices^ 

At the same rime cheap, effective ^ 
life-saving treacments sit unused on 
shelves while people are dying because 
still in many atc^is of the world the de- 
livery systems to get them to the popu- 
lation do not exist or are inadequate. 
Health infrastructure - the buildings 
and equipment, the staff, the drugs and 
vehicles - is central to good health. 
HtUilth infrastructure is the skeleton 
v^'-hich supports health care (includiri^ 
the specialist cjire given, in hospitals) 
and without which no health 
pro^^ramme can be sustained. 

Increasingly there is a recognition 
that health services must be provided 
close to the people who need them - 
and an integrated^ cost-effective ap- 
proach is necessary. People need a point 
of entry - the first level of care which 
not only provides a basic package of ser- 
vices appropriate to the epidemiologi- 
cal situation but also facilitates access 
to all other services which may be needed. 

Although in the past special pro- 
granuiics for specific diseases - immu- 
nization for example — have produced 
truly impressive results, it is no longer 
sustainable or cost-effective to set up 
self-contained taskforccs for individual 
illnesses. Fragmented and duplicated 
health care services jeopardize the ef- 
fective use of livuilable health resources, 
and die continuity and susta i nability of 
services- It makes no sense for doctors 
and nurses to vaccinate children if at the 
same time children die because they do 
not have antibiotics against pneumonia 
or oml rchydnitioti therapy tor diarrhoea. 

It makes no sense for child health 
nurses to give super h care to infants but 
ignore the fact that a mother has ma- 



Bax 10. Health systems on the move 

Wlosl counlries todoy are attempting to adopt health policies and structures thot provide 
better care, jse resources more efficiently and ericouroge appropriate healtli-seeking ond 
healrh promoting behaviour. 

The poorer countries Increosingly recognize that health and socioeconomic development 
cannot be pursued independently, end that limited resources have often been spent mainly 
on large urban hospitols as a result of poor investment decisions taken in a conrext of 
underdeveloped planning, budgeting and financiol information. However, systems that are 
well organized and geared to making health care accessible to oil nevertheless require con- 
sidemble resources. User charges, community-finGncing and health insurance have all been 
envisaged as fifidirg mechonisms. 

The richer countries are struggling to moirtoin or Improve standards while conlrolllng 
total health spending w^hich has been spiralling owing to aging populotions, tfie introduction 
of expensive technologies and rising expectotions. Concerns from the patient's point of view 
have been waiting lists, impersonal otterrtion ond limited freedom in the choice of health 
care provider. Ofgonizotional change, healthy lifestyles and the environment are high on all 
agendas. 

Two important concerns are shared by most countries. The first is to redefine the roles of 
the key octors- governments, care providers, consumers and heolth financing ogencies. The 
second, common to many low- oud middle-income countries, is to find newhnoncing mecha- 
nisms thot will generoteodditional resources and bring greater efficiency ond equity in health. 
The financing and provision of care is increasingly seen as o partnership between govern- 
ment and other actors. 

In countries chonging from a cenfrolized-controlled to a liberol economy, health core hcs 
deterlomfed and health policies are in a state of fb, as financing shifts from integrated 
public models to more pluralistic systems. Reform in such circumstances focuses on improv^ 
ing the quality and effectiveness of services, and lays more stress on the private sector. 

Governments are seeking to reduce bureaucracies, ond the mie of ministries of health is 
shifting from direct delivery of core towords monitoring and regulation. Unfortunotely, mony 
ministries lack die structural ond monageriol capacity as well as the political strength to 
implement the necessary reorientation, Mony are in fact storting to decentrolize services to 
the district level, hoping this m\\ lead to improved management, efficiency, accountobllit/ 
ond responsiveness. The private sector is being given a greater mIe through such mecha- 
nisms OS selling or otherwise disposing of public assets and making lump-sum subsidies, 
seconded personnel, tax-free equipment and bonus incentives available to nonprofit health 
core providers. Within this framework the public system is encoumged to compete for pa- 
tients thmugh policies which combine payment on o contract basis with free choice of pro- 
vider by the potlent. Thus government resources are tied to the consumer not to the facility. 
User fees ere structured in such o woy as to encouroge patients to make effective use of 
health services. 

Insurance is another Vi^oy of financing health care. Social heolth insurance is generally 
compulsory, the premiums being paid by both the employer and the Gmplo'/ee. Beneficiaries 
are principally those in formal employment. Private health insurance is normally voluntary 
and premiums reflect the level of risk of the insured indlviduol. Corrmunlty-based insumnce 
schemes also cover the self-employed ond those who ore not in formal employment. They 
tend to be voluntary and some problems arise in enrolling poor people. 
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Half the world's population 
still locks reguk access 
to the most needed 
essential drugs. 



larLa. It makes no sense to provide ef- 
fective family planning but [et people 
remain ill and contagious because they 
fail to complete their tuberculosis mcdi- 
catioQ. Integration is the key to effec- 
tive delivery of care. 

There cannot be high- techno loj^y 
hospitals in every part of every country 
and there does not need to he. Instead, 
a tier system should be created, with e^^- 
tabllshed links between the various lev- 
els of the health ser vices » with the 
peripheral health units seeing the ma- 
jority of cases and feeding through to 
district-level hospitid^^, which in turn 
can refer patients to more specialized 
centres if need be. 

It is also important for the infrastruc- 
ture to provide health promotion and 
disease prevention as integral parts of 
the services, rather than only concen-- 
trating on curative medicine. 

li is only when services are inte- 
grated, and the duplication of staff and 
equipment eliminated, that the costs of 
health care delivery can be seen tor whaL 
they are - excellent value for money. 
With good infrastructure it is possible 
to demonstrate that lives can he saved 
in mciBy cases for a few cents. 



Half the world's popidation still lacks 
regular access to the most needed essen- 
tial drugs. Pot>rly coordinated drug poli- 
cies and strategies, inefficient 
procurement, inequity' in distribution, 
inadequate assurance of quality, 
tin afford able prices and inappropriate 
use arc commonplace. 

Drug promotional practices and a 
lack of objective therapeutic informa- 
tion continue to cause concern espe- 
cially in developing countries, many of 
which do not yet have a national drug 
policy and the necessary capabdity to 
deal with these problems. Meanwhile in 
many countries the demaad for drugs is 
grow ing while resources decrease. With- 
out access to essential drugs, health care 
sSystems cannot function- Developing 
countries in particular need interna- 
tional support in assuring drug and vac-^ 
cine quality. 



Jruditmat medkm 

Traditional medicine continues to be an 
important part of health care in many 
developing countries, and various "cik 
ternative" or complementary therapies 
enjoy a widespread following in devel- 
oped countries. Traditional medicine 
has not, however, been incorporated 
into most national health systems^, and 
the potential of services provided by tta- 
ditional practitioners is far from being 
fully utilised. There is a continuing need 
for better assessment of the benefits of 
alternative fotnisof medicine including 
traditiional ones. 

Rationing of health €are 

When expectations rise and sophisti- 
cated technolofjy is available but money 
is short, what treatments should be ra- 
tioned? if there has to he a choice be- 
tween who lives and who dies, how is it 
to be made? An experiment in Oregon 
(USA) of trying to draw up a list of es- 
sential treatments and a list of treat 
ments that would not be offered was 
criticized as being a mechanistic ap- 
proticK to health care. The World Bank's 
World d^veiopTmnt repan / 993 on invest- 
ing in health proposes that in poot coun- 
tries there should be no complex heart 
surgery, no treatment other than pain 
relief for cancer, no provision of expen- 
sive drugs for HIV/AIDS and no inten- 
sive care for severely premature babies. 
This proposal was criticized as applying 
a balance-sheet men tali t\^ to health cate. 
But the question of setting priorities and 
the need for rationing will not go away. 
With an aging population and advanc- 
ing medical technology it is only a mat- 
ter of time before this issue, with all its 
ethical implications, comes to the fore 
(BdxU). 

Least developed coifntries and 
debt relief 

The 47 countries which are designated 
as least developed share similar burdens 
- hostile environments, endemic dis- 
eases, poverty and huge debts ► They 
have inadequate access to wdiatcver 
health services are available, the lowest 



Essential drugs and 
pharmacevticals 
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levels of literacy and the li ighcst rates 
of sickness and death (Table 6). But ao 
country c^in provide adequate health ser- 
vices withoyt resources to pay for :hem. 
Total donor aid to the least developed 
countries was estimaced at ;^round $17 
billion 'd year in I99h Their eollective 
debts amounted to some $114 billion, 
and annual repay in ent^i were around 
$44 bilhon. Without debt relief the 
burdem on them will certainly increaac> 
as will the misery of many millions of 
their citisenh- 



Conclusions 

The problems outlined in this report are 
of awesome magnitude, hut they arc not 
insoluble. As Helen Keller said, ''Al- 
though the world is full of suffering, it is 
also full of the overcoming of it''. The 
potential exists; what is needed is 'd uni- 
versal awaretiess of the problems and the 
collective will to solve them- 

It is not inevitable that millions of 
children should die of preventable dis^ 
eases, or that hundreds of millions of 



Box 1 /. From medical ethics to social ettiics 

Since antiquily, The doctor/patlerf relationship has been governed by 
systems of medical ethics drawn from the Hippocratic, Chinese, Indian 
ond ofa troditions. All held that the patient's good transcended other 
cansiderotions. The physician determined what was the patient's good. 
(Viodern codes \\m added a sodal dimension, g responsibility for the 
healtti - the good - of society and hurTlani^/ in generol, ond a concern 
for justice. Health for all, with its emphasis on social justice, on the 
equitable allocation of resources ond on the responsibility of communi- 
ties and individuals for their own health, rs an expression of ttiis change, 
and thus represents on ethical as well as o social goal. 

The Iranrformafior) of medical ettiics has heei stimuloted partly 
by the progress of medical biotechnology and portly by profound social 
changes, ossocioted with o recognition of human rights and freedoms, 
and of individual autcnonny. Many medical choices can no longer be 
mode purely on the bosis of medical science. The emphasis on the 
social good hos confmnted lay individuals, vi/hether policy makers or 
patients, with ethical decisions and choices, requiring them to share 
with or often reploce tfie physidon or the scientist in determining what 
is ethically acceptable and good, to balance the patienfs Interests with 
those of society. 

The explosion of expensive medical technologies, often of limited 
value to the patient and the rise in people's expeclotloiis, hove accen- 
tuated the pmblem of making the best use of limited resources. Policy^ 
make5 must set priorities to guide the allocotion of resources among 
health goals and between heolth and other sociol gools. ITiey do so 
under many pressiires - social economic, political, technological and 
ethicol. They ore forced to make choices with often tragic consequences. 
In principle medicine con use ttie full potential of modem biotechnol- 
ogy -for tronsplantlng organs, for assisting reproduction, for postpon- 
ing decth, for reducing hereditary diseases, even for manipulating the 
genetic make-up of humon beings. In practice the policy-maker, by 
controlling resources and trying to reflect the dominant values af soci- 
ety, determines how much medicine con do, ond even which patients 



may benefit. Thus the good of sodety and individual good may come 
into conflict. 

For their port individual patients todoy eKercise autonomy and 
informed consent in deciding whether or not to accept or continue with 
treatment, even to continue to live, to become a subiect of research, to 
permit the use of personal health data for study purposes, to he told - 
or not told - the h^uth, to permit the use of embryos, to donate organs 
and to withdmw life-support systems. 

Individuals, like communities, are often the subjects of reseorch, 
such as trials of drugs or vaccines or eptdemiologicol studies. Some 
living in deprivotion or even oppression ore liable to exploitation. Re- 
searchers hove 0 particular ethical responsihiiily to sofeguard the rights 
of such people and to observe scrupulously the ethical principles of 
beneficence, avoidance of harm, and justice. WHO has mechanisms 
for assuring the ethical soundness of research with v^hich It is associ- 
ated, and seeks ot the same time to strengthen notional capacities for 
addressing ethical Issues relating to health policy and reseorch. WHO's 
main partner in this respect is the Council for Internotlonal Organiza- 
tions of Medical Sciences. Together the two bodies have over the yeors 
convened a series of conferences on health policy, ethics and human 
vclues, and prepared ethical guidelines for biomedical ond epidemio- 
logical research. 

Heolth for all, o nm and universal concept, has exerted a pro- 
found influence on heoltti development during the last decades of this 
century Equity is now seen cs the major policy and ethical requirement 
in organizing, financing and managing health care systems. Although 
approaches to ethics necessarily differ, since they depend on evolving 
cultural patterns, sociol beliefs, forms of community organization and 
religious convictions, WHO is endeavouring to elaborate certain unrver- 
sol principles. In tfiis respect the Organization's role is not to rule on 
what is right or wrong, but to pmmote dialogue between different 
schools of thought and to strive for consensus. 
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Table 6. Contpamtiw data for selected high-income countries^ severely Indehted hwincome comtries In J 99 h 
and other least developed countries 



WHO Member Shi1«s PopvNifion Lib Infant Under-S Phv^iEinns Ninet HealEli ONPper AduU Adult titeraey 

(ranked by GNP pel lapitdj (OOO) enpednnty mortolity mortality 1989-1991 _ l W-1991 expflnilture capitq literacy rate rote 

1993 atblfth riite rale Humbei Rote per Hvi^w Ratt per [ler capita (US$) (both (fenwle) 

1993 1993 1992 100 000 100 000 (US5) 1992" lexej) 1990 

jTOfwhrtien popntotian 1990 1990 



High-income countries 
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Japan 


124 959 


79 


5 


6 


204 690 


1 JJH 






1 538 


28 190 






United States of Amenca 


257340 


76 


8 


10 


606 680 
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France 


57 379 


77 


7 


9 


169 051 
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Louf-lncome/severalv ihd&bteil countries (excluding \9m\ daveiopetf countries) 












6D 


51 


Giiana 


16446 


56 


80 


170 


623 


4 


3 996 


27 


15 


450 


Nigeria 


119 328 


53 


95 


191 


1 f EJb4 


17 


64 503 


61 


10 


320 


51 


40 


Kenya 


26 090 


59 


65 


74 


1 UbJ 


5 


2 6 92 


11 


16 


310 


69 


59 


LDWHn cane/severely Indebted ccuntrics (leasi deveieped cDjntries) 
















27 


Maurita.nia 


2 206 


48 


1 1 6 


iUb 


127 


6 


3S6 


44 


18 


530 


36 


Liberia 


2 845 


55 


1 26 


"ii 7 
£1 f 










14 


(460) 


40 


29 


Zambia 


S3S5 


4S 


62 


202 










17 


{450} 


73 


65 


Wlali 


10137 


46 


tss 


220 










15 


310 


32 


24 


l^iger 


8529 


47 


123 


320 


142 


2 


2 036 


26 


16 


230 


28 


17 


Madagascar 


13 259 


56 


110 


163 


1 392 


12 


3124 


26 


7 


230 


30 


73 


Zaire 


41 166 


51 


93 


183 


2 496 


7 


27 601 


74 


5 


(230) 


72 


61 


Guinea-Bissau 


1 028 


44 


1 39 


239 










IS 


220 


37 


24 


Burundi 


5 995 


43 


105 


179 


317 


6 






30 


210 


50 


40 


Uganda 


19 246 


43 


1 01 


1 

103 


704 


4 


2 332 


14 


8 


170 


48 


35 


Sierra Leone 


4 494 


43 


1 42 


249 










4 


160 


2'. 


11 


Sonrialia 


S517 


47 


121 


21 1 










8 


(120) 


24 


14 


United Republic of Tanzania 


28 733 


51 


10D 


176 










4 


110 




12 


Sudan 


27 407 


52 


98 


1SB 










34 




27 


Myannnar 


44 613 


58 


61 


113 


3 242 


8 










81 


72 


01hcT least developed ctFuntries 
























Botswana 


1 352 


61 


60 


53 










1 


9 7Qn 

^ I 9U 


7A 
f 


65 


Vanuatu 


161 








15 


10 






u { 








Samoa 


158 








50 








iU 








Cape Verde 


395 


63 


42 




















Soiomon Isiands 


354 


70 


27 




52 


16 


447 


140 


1 7 


f\U 






Kinbati 


75 








14 


20 


116 


165 




700 






L«sothc 


1 SS2 


61 


78 


156 


74 


4 


374 


50 


28 


590 






Yemen 


12 977 


53 


105 


177 


2 640 


23 


6 480 


55 


20 


(520) 






Connorcs 


607 


56 


68 




31 


10 


155 


29 


23 


510 




■;■ 


Guinea 


6 306 


45 


133 


230 


773 


13 






17 


510 


24 


13 


Maldives 


234 


64 


54 




15 


7 








500 






Benin 


5 075 


46 


85 


147 


323 


7 


1 384 


31 


^ d 

ly 


Aifi 
4 1 U 


O'i 

£.0 


1 0 


Central Mrican Republic 


3 258 


47 


104 


179 


113 


4 


2 by 


y 




H lU 
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Togo 


3 885 


55 


85 


137 


319 


9 


1 1 87 


33 


13 


390 


43 


31 


Haiti 


5 893 


57 


36 


133 










L f 




53 


47 


Gambia 


932 


45 


131 












22 


370 


27 


^6 


Sao Tome and Princips 


127 








61 


51 


233 


196 


33 


360 






Equatoriai Guinea 


379 


43 


116 




99 


23 


154 


44 


23 


330 


50 


37 


Burkina Faso 


9 738 


48 


116 


150 


252 


3 


909 


10 


7 


300 


13 


9 


l_aQ People's Dennocratic 


























Republic 


4 605 


51 


96 


145 


945 


22 






5 


250 






Rwanda 


7 739 


47 


109 


222 


272 


4 


835 


12 


10 


250 


50 


37 


Bangladesh 


122 21G 


53 


107 


127 










7 


220 


35 


22 


Chad 


6 010 


48 


121 


209 


147 


3 


36 


2 


12 


220 


30 


IS 


S/lalawi 


10 694 


45 


140 


225 


166 


2 


234 


3 


11 


210 






Cambodia 


SS97 


51 


115 


184 












(200) 


35 


22 


Bhutan 


1 65€ 


49 


125 


201 


141 


9 


233 


15 


10 


180 


3B 


25 


Mepal 


21 086 


54 


m 


123 


1 124 


6 


601 


3 


7 


170 


26 


13 


Ethiopia 


48 791 






208 










4. 


110^ 






Mozambique 


15 322 


47 


143 


287 


3B8 


3 


2 847 


20 


5 


60 


33 


21 


Tuvalu 


13 
























Afghanistan 


20 547 


44 


161 


257 


£233 


13 


1 451 


9 






29 


14 



Djibouti 481 49 111 

Souree.'^erthlemy JC, Lou re 'h A. Debt-reisef and growth. Paris, DEC D D^vftiopmmt Centre. 1994. 

^Figures in brackets reflect the mos! recent estimate for the period 1987-1992. 
^ Excludes EriTea. 
' Includes Eritraa. 

... Data not available or not applicable. 
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Bax 12. Hew and re-emerging infertious diseases 

Sonne infectious diseases such as mfllaria, once thoughfto be on the verge of elimiiatioi as 
G public health problem, remain leading causes of death woddwide. The incidence of some 
has increased 'jyithin the past twa dscades, and others pose o growing ttireot. A number are 
caused by hitherto unknown ogents, such as hantaviius pjimonary syndfome. 

Notable among the new and re^merging diseases ore infection by EschefkbiQ coli 
01 5/:H7, which hos provoked foodborne outbreaks of severe bloody diarrhoea and kidney/ 
failure in several countries; multidrug-resistart pneumococcal pneunnonia, which parttcularli/ 
affects children; cholera caused both by clossical strains and by new biotypes - as recentl^f 
illustroted among Rwandan refugees; dengue and the more severe dengue haemorrhagic 
fever, a life-threotening disease endemic In many parts of Asia mi increasingly common in 
the Americos; and cryptosporidiosis, a waterborne couse of diorrhoeo that affected over 
400 000 people in a single outbreak in the USA in 1 993. 

Many factors, or combinations of factors, can contribute to disease emergence. fJew 
infectious diseases may result from the evolution of existtng organisms; known diseases may 
spread to new geographical areas or new populations; or previously unrecognized ones may 
appear in persons living or working in areas undergoing ecological changes such os defores- 
tation Of reforestation, which nnake diem more exposed to insect, onimol or environmental 
sources of infection, fie-emergence of Infectious diseases may result from the development 
of antimicrobial resistance in existing agents (e.g. gonorrhoea, malaria, pneumococcal dis^ 
eose) or o breckdown in public health measures ogainst previously controlled infections (e.g. 
cholera, tubefcufosis, pertussis). 

Olher couses include changes in lifestyle, partlculady in overcrowded cities where popu- 
lation growth has outpoced supplies of clean water and adequate housing; the dramatic 
growth of internotional travel, which ollows a person to be infected in one country and 
become ill in another distant comer of the m\\i; and changes in food handling and process- 
ing which mean that foodstuffs may have originated thousands of miles away or have been 
prepared from many different animals. 

To confront this challenge WHO seeks to strengthen global sufveillance of infectious 
diseases; build international Infrastructure to recognize, report and respond to new disease 
threats; create on applied research programme focusing on proctical problems ond realistic 
solutions; and reinforce prevention and control through targeted Interventions, 

Current WHO activities include regional and local praiectis on urban mosquito control to 
reduce the risk of dengue and yellow fever; research to develop new or improved vaccines for 
emerging diseases, and better methods of ocministerlng the products already available; 
collaborative projects and provision of grants to strengthen reference labomtories and WffO 
collaborating centres, which are the first lines of defence; and provision of training for tech- 
nology transfer. 



pe<:iple should nor have acce^ to safe 
water or sanitation. Why, at the close 
of the 20th century, should hiif^e num- 
bers of women still be dying in child- 
birth? Why do wc dlkw evt^n greater 
numbers of children to become brain- 
dan iLiged because L>f a lack Ljf iodine in 
their salt, or to go blind because of a lack 
of vitamin A - 

Although this r^ssej^sti^cnt of ^^lobnl 
health status has been limited by a san- 
city of e p id t^tni.o logical and other data, 
cert^iin conclusions can be reached 
birised on the most reliable information 
at our disposal 

The most powerful nnaj^e that 
emerges is of widening gaps in health 
between die hnvcs and the h^ive-nnrs. 
Gaps not jttst between tich and poot, buL 
between the poor and the poorest of all 
Gaps not just between regions and coun- 
tries, but between populations within 
those countries. There is a neglected 
underclass not just in eve r>' country, but 
in virtually every city. They are rhe 
street children, the unemployed ^ the 
elderly and rbe marginalized - includ- 
ing millions of women whose greatest 
disadvantage is their gender. There are 
also flagrant gaps in access to health 
care, between caking scjphisticated na- 
tional bcnltb .services for granted and 
dying ft^r wanr oi a midwife. 

The w^idenmg gaps in hcalrh status 
and in access to health care among 
countries and popidation groups far out- 
distance the gains made in global health 
improvements, nnd tb re a ten rhe 
sustainmeirt of those gains. 

Globally life expectancy at birth has 
increased to about 65 ye^rirs while mor- 
tality amtjng inf tints and children un- 
der 3 ge 5 has fallen to about 62 and 87 
per 1 OOQ live births respectively- How- 
ever, tlie increase in life expectancy h^is 
been gained at a price: the extra years 
are accompanied by pain and a loss of 
dignity. Any comhirt that can he derived 
from longer life expectancy must he tem- 
pered by the knowledge that about 6% 
o{ deaths m the world each year are still 
among children less than one w^eek oid. 

At least 45 count ties J with a total 
population of 850 million or about 15% 
of the world population, have not yet 
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There is 0 need to shift 
emphasis from preventing 
death to preventing 
iil-heQith and enhancing 
quality of life. 



reached the minimuTn targets of life ex-- 
pectaocy at birth cjf at least 60 yearns, And 
of mortahty among infants and children 
under age 5 of helow 50 and 70 per 1 000 
live births respectively (sec Annex 3, 
Table A). 

The 80% immuniiation coverage in 
1990 of infants against vaccine-preveor- 
able diseases is falLinfj; poi>sibly due to 
financial constrainLs in procurement of 
vaccines. Yet immunization, at a coat of 
ruiJgbly $10 per child, has protected 
more than 100 million infants over a 10- 
year period, and saved more than 20 
million lives at a cost of about $1 bil- 
lion. How much really is a billion doh 
larsf About the same, in facts as is spent 
on beer every 12 days in the USA, and 
by Europeans? on cigarettes every 5 days. 

Infectious and parasitic diseases are 
the leading? causes of death worldwide- 
As campaigns for the global eradication 
of poliomyelitis, measles and neonatal 
tetanus move forward , and [eprosy nears 
elimination as a public heahb problem, 
the major challenge is to enable those 
suffering from these disea.scs to he ceo- 
noiuieaUy and socially productive. Simi- 
larly drug resistance will pose a 
challenge in the control of malaria and 
tuberculosis* 

Alongside the pandemic of HIV/ 
AIDS, the world is witnessing a re- emer- 
ge nee of diseases such as cholera, den- 
gue haemorrhagic fever and plague 
( Box / 2). Developing countries are bent 
low under a double burden of ilhhealrh: 
while still struggling against major com-^ 
muni cable diseases, they are having to 
contend with an expansion of none om- 
muni cable diseases such as cancer and 
cardiovascular diseases as well as a sur- 
feit of accidents and violence. 



An aging population as well as rapid 
urbanization, particulatly when accom- 
panied by growth of urban slums, will 
be a driving force in future health de- 
velopment. Greater demands on land, 
with a depletion of natural resources, 
and on the working population - due to 
elderly dependency are casting a wor- 
ry in^ shndow, in respect not only of 
health but also of social development 
genemlly. 

Although the global economy and 
agricultural production, particularly re- 
lated to cereals, are growing faster thari 
the population - a trend that is likely to 
continue - it is not the least developed 
countries rhar are benefiting; in fact they 
arc being left behind. 

Tlie link bet ween population, devel- 
apment, environment and health is so 
strong that bealth policy is no longer 
confined to the conventional health 
sector; more and more it is influencing 
- and being influenced by - social policy 
and ethical concerns. 

The momenrum generated by the 
global strategy for health for all by the 
year 2000 in ensuring more equitable 
access to bealth ^md health care has to 
be sustained and accelerated in a change 
ing world. There is a need to shift em- 
phasis from preventing death to 
preventing ill-health and enhancing 
quality of life. Allowing individuals 
to achieve their full health potential 
enables them to be economically and 
socially productive. 
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Chapter? 

WHO'S contrSjutions to world health 



Introduction 

Chaptt^r I showed thxit for tnosc of 
rhc w< grid's pupulation every step 
in life, from infancy to old agc^ is 
taken under the twin shadows o{ pov- 
erty aind inequity, with health, care pro- 
viders facing enormous problems in 
fighting disease and en^iuring equal ac- 
cess to care - in other wtch in bridging 
the gaps in global health. The review 
also showed that people's health status 
can be improved, albeit gradually. The 
present chapter provides an overview of 
the rnany activities undertaken by 
WHO - in 1994 alone - to support 
countries in the improvement of health 
ci-ire. They range from the establishment 
of international norms and standards for 
biological substances, vaccines and 
pharmaceuticals to direct support in 
health emer°[encies. WHO's activities 
arc i^ovemed broadly by its constitution 
that sets the attainment by all peoples 
of the highest possible level of liealth as 
the ultimate objective of the Organiza- 
tion and its Member States* WHO is a 
gt>ahoriented organization working to 
meet clearly defined objectives. These 
and related plans of action are deter- 
mined by general programmes of work 
outlitiing for each six-ye^^r period a glo- 
bal health policy framework as well as a 
framework for WirlOs action (the cur- 
rent eighth proj^ramme covers the pe- 
tiod 19904995). Other detailed 
i^nidance is provided by four interrelated 
policy orientatiorts agreed for WHO's 
work during the current 1994-^1995 bi- 
eimium: integrating health and human 
development in public policies; ensur- 
ing equitable access to health servicers; 
promoting and protecting health; r^nd 
preventing and controlling specific 
health problems. At the same time pri- 



orities have been set for each programme 
in the light of the rei^ults expected from 
who's two main functions of techni- 
cal cooperation with countries and co- 
ordination of international health work. 
These arc complementary and together 
include: advocacy of measures to 
improve health; stimulating and mobi- 
lizing specific health action and dissemi- 
nating information; developing norms 
and standards, plans andpohcies; train- 
ing; research promotion; direct techni- 
cal consultation ; ^ind resource 
mobilisation. The full extent of WHO's 
work cannot be fully reflected in thi:> 
report, but examples are given of the 
different types of action. Regional high- 
lights are also presented. 



WHO'S work helps to 
save the lives of several 
million children 
every year. 



Child health' 

WHO^s work helps to save the lives of 
several million children every year 
Til rough i.ts global stratcf^y for health for 
all by the year 2000, WHO promotes a 
coherent 1 integrated apptoach to all as- 
pects of child care including childbirth. 
It gives priority to achieving the 1992 
World Summit for Children target of 
reducing, by the year 2000, mortality in 
children under age 5 to a maximum of 
70 per 1 000 live births through: 

immunization of at least 90% of 
women and children aged under 1 
year against childhood target diseases 
(diphthcriaj pertussis, tetanus, 
measles, poliomyelitis, tuberculosis} 
eradication of poliomyelitis by the 
year 2000 

reduction of measles cases by 90% 
and measles deaths by 95% by the 
year 1995 

elimination of neonatal tetanus by 
the year 1995 



^ The ap groupings ii^oi for the puipose of tiiis repoft m: 
children, incluiiing infarcts (under 5 years); scliooi-njB children 
ond dolescenl^ (5-1 9 yaari); odulfc {20-64 yeors); and the 
eldefiy (65 yeari or mote). Where iirformarion connof be os- 
jigned Id m or these categofies, \\ is g'^en under Gemot 
hM issm. 
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Jhe 1995 goal of neonofol 
tetanus elimination has 
already been attained by 
many counnies and will 
ullimotely be reached 
by many more. 



m reduction in the annual niiiTiber of 
cases of diarrhoea incidence by 25% 
and diarrhoea deaths by 50% inchih 
dren under age 5 

■ a one- third reduction in mortahty 
horn acute respiratory infections in 
children under a^e 5 

■ V ir tu al e 1 itninat i o n of v i r ^i m i n A d e- 
ficiency and its consequenccfv includ- 
ing blindness 

■ reduction in the number of children 
with low hirth weight. 

WMO estimates that immunization 
saved approximately 3 million people 
from dying from measles, neonatal teta- 
nus, pertussis and poliomyelitis in 1993. 
However, some 2.1 million deaths stdl 
occur annually from the fir^t three dis- 
caseii as well as 114 000 cases of polio- 
myelitis. In a nuniber of countries yellow 
fever and hepatitis B vaccine were added 
to the immunization schedule. In re- 
sponse to worldwide concern over in- 
jection practices, autodcstruct syringes 
became more widely used for immuni- 
zations. The multivaccine jet injector 
that allows vaccines from different vi- 
als to he coTTibined at the time of injec- 
tion is at an early stage of development^ 
while testing of time-tempetature indi- 
cators fc^r immunization w^as completed. 
In Africa a follow-up study of children 
immunized ngainst hepatitis B was car- 
ried out in connection with research on 
the role of the virus in liver cancer 

The 1 995 j^oal of neonatcd tetanus 
elimination has already been attaineJ 
by many countries and will ultimately 
be reached by many rnoie - but only if 
routine mimunization coverage is sus- 
tained and action in hi^h-risk districts 
accelerated. In an effort to mtikc the best 
use of limited resources WHO has given 
priority to countries that account for 
80% of total cases and have an estimated 
mortality of 5 or more per I 000 live 
births* 

In response to the diphtheHa epide- 
mic in the Russian Federation and 
Ukraine, WHO worked closely with 
Kl ember States to assure prompt inves- 
tigation and reporting* A plan of action 
for diphtheria control in die European 
rei^ion was completed. Guidelines for 
case investigation, treatment of suspect 



cases and laborj^tory testing were pre- 
pared. WHO has aUt3 worked with do- 
nors to ensure that necessary supplies of 
vaccines, antitoxin and antibiotics are 
made available* A European task force 
on diphtheria control was set up at the 
WHO Regional Office in Copenhagen, 
in order to accelerate progress in con- 
trolling the epidemic in eastern Europe 
and to reduce the dt^n^'er of its ^>p^ead. 

In 1993 progress towards the polio- 
myelitis eradication j^oal was hearten- 
ing. No cases were reported from the 
western hemisphere. In the Americas 
eradication has been pursued through a 
concerted effort by national govern- 
ments and a consortium of donor agen- 
cies* Countries in Africa and the Eastern 
Meditetranean are now recording zero 
or low incidence. Globally; however, the 
steady decline in incidence from 1988 
did not continue in 1992, when the re- 
ported rate rose by 6% compared with 
the previous year, primarily owing to an 
increase in South-East Asia. Efforts arc 
bein^ made to develop a more heat- 
stable poliovirus vaccine that can be 
delivered with a less rigorously main- 
tained cold chain. Large donations for 
poliomyelitis eradication were coordi- 
nated with Rotary International, the 
UiTited States Centers for Disease Con^ 
trol and Prevention, USAID, AIDAB 
and JICA. 

Aleasles immunization coverage 
reached a peak of 80% in 1990; since 
then it has declined slightly and is cut- 
rently only 7S%* This has largely been 
due to a falling-off in international 
interest and support following achieve- 
ment of the 1990 target of 80% immu- 
nization of children under 1 year, and 
disruption to services as a result of war 
and civil strife* The number of reported 
cases has continued to decrease. The 
goat of reducing measles mortaliry by 
95% can be reached by 1995; hut the 
goal of reducing incidence by 90% in 
every ct^mmunity will not be achieved. 

In 1 994 the regit m of the Americas 
committed itself to eliminatinij! measles 
by the year 2000* Country after country 
has embarked on a campaign to inter- 
rupt transmission of the disease, and 
incidence is now at the lowest level ever. 
If the motncntuttn is sustained the 
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Americas may well lead the way rowarLi5 
glotsal elimination of this major killer 
of children. 

WHO encourages self-reliance of 
countries in conducting iminunizatioti 
through basic health services. It coop- 
erates with UNICEF in its initiative of 
supplying over 100 coimttk.^ with vac-- 
cine worth ovet $65 ntillion a year^ rep-- 
resenting 40% of the total global 
production. Major priorities arc to rit 
least sustain the acconiplishmenLs of 
previous years and to continue to strive 
for achievement of the 1992 World 
Summit for Children t^oal of immunisLi'' 
tion against the six vaccine -pre ventahlc 
diseases. 

Recent yeats have seen incteasing 
demands for WHO support for national 
programmes to control diarrhoeal dis^ 
eases in children. By the end of 1994 
virtually all developing countries had 
mipletiicnted plan^ of action. Nearly 
42% of health staff in the countries had 
been trained in supervisoty skills using 
training materials developed by WHO, 
and almost }0% of doctors and other 
health workers had been trained in di- 
arrhoea case management, many of 
them in the more than 420 diarrhoea 
training units established in over 90 
countries. It is e^stimatcd that neatly 
85% of the population of the countries 
had access to oral tehydtation salts Lit 
the end of 1994* Sutveys indicated that 
88% of mothers were aware of the need 
for continued feeding for children with 
diarrhoea and 77% of the need for in- 
creased fluids^. 

In close cootdination with UNICEF, 
WHO has developed an integrated 
clinical approach to managing the main 
diseases of child rent acute respiratory 
infections^ diard^oe^, Tnea^les^ malaria 
and other febrile c<inditions. malnutri- 
tion and anaemia. Within WHO^ 10 
programmes ai\d units are patticipating 
m this initiative. The different guide- 
lines in this field have been ttmstjlidatcd 
into four treatment charts, A training 
course on use of rlie charts was devel- 
oped and pretested in Ethiopia, and a 
revised version will be fickh tested in the 
course of 1995* 

The last few years have seen a fairly 
rapid increase in the proportion of chil- 



dren having access to standard case 
nranagcment for acute respiratory in- 
fectiom, patticulatly pneumonia. By the 
end of 1994, 59 of the 88 target coun- 
tries with high infant mottalit>' tates had 
operational control programmes, and 
activities were in progress in districts 
where ovtr 25% of children ate at ruh. 
WHO suppofts countties In fotmulat- 
ing policies, planning programmes, 
implementing training and communica- 
tions sttatcgies and conducting evalua- 
tion sutveys. 

Particulfir emphasis is given to train- 
ing in the management of acute te^spi- 
rtitory^ infections. WHO supports courses 
fct workers in fitstdevel health facili- 
ties and referral hospitals on standard 
case management and distributes train- 
ing and technical materials. Minimum 
requirements for monitoring the qual- 
ity of training were established. More 
than 190 COO health managers, doctors, 
nurses and community health workers 
in over 60 countries have been trained 
so far 

WHO is involved in numerous stud- 
ies on acute respiratory infections in 
Africa, Asia and Latin America, These 
include research on pneumonia in in- 
fants, including the effects of indoor air 
pollution; studies on chc safety and effi- 
cacy of vitamin A supplementation in 
young infants to prevent diarthoea and 
pneumonia; and field or clinical ttials 
of vaccines against cholera, dysentery 
and respirator^' infections. Other stud- 
ies deal with the effectiveness tif vari- 
ous antibiotic drugs in the tteatrnent uf 
acute respitatory infections i.n infants 
^nd malnourished children. 

Technical and financial support for 
nutrition activities was provided to 62 
coimtties, tnoi>dy in collabotaiior with 
FAO and UNICEF. A gk?bal database 
on child gtowth was esiablished^ ai\d 
indicators and procedures for monitor- 
ing the prevalence of iodine, iron and 
v^itamin A deficiencies were published 
in cooperation with UNICEF. WHO 
also issued a major report describing the 
effects of povetty on nutrition, on the 
basis of a collaborative study with the 
International Food Policy Research In- 
stitute (USA). 



WHO cooperotes with 
UNICEF in its initiotive of 
supplying over 100 countries 
with vaccine worth over 
$65 million o year. 
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Breast-feeding could prevent 
thedeothsofatleast 
1 million men 
a year. 



About 200 mill ion children under 
age 5 are affected by pro teiti- energy 
malnutrition; and some 36% of children 
in the developing v^^orld are under- 
weight. Since 1993 WHO's efforts to 
improve infant and young child nutri- 
tion have focused on promoting breast- 
feeding* Ir has been calculated that 
breast -feed infi could prevent the deaths 
of at least 1 million children a year. A 
new '^baby-friendly hospital initiative", 
created and promoted by WHO and 
UNICEF, has proved highly successful 
in encouraging proper infant feeding 
practices, starting at birth. In Africa 
alone, where problems of infant malnu- 
trition are especially acute, two -thirds 
of the countries have already imple- 
mented this sitt\ple, yet effective con- 
cept. Continued technical and financial 
support will be made available to more 
than 90 countries to give effect to the 
International Code of Marketing of 
Breast -Mi Ik Substitutes. A workshop on 
supplementary feeding for children was 
held for African and Eastern Mediter- 
ranean countries. 

In South-Etist Asia WHO collabo- 
rates with governments in establishing 
nLitional nutrition policies and strategies 
and implementing programmes, with 
emphasis on common nutritional defi- 
ciency disorders. A South -East Asian 
regional nutrition network was set up 
and should lead to improved weaning, 
anaemia control and prevention of vi- 
tamin A deficiency and to the creation 
of national expertise in behavioural re- 
search, lodization of salt to control io- 
dine deficiency disorders has been 
promoted in AfriCs^ since 1987- Many 
ct>untries ncjw have a formal policy k>r 
this measure and seven have reached the 
t)bjective of universal iodisiition. 

Health of schooi-age children 
and adolescents 

Increasing attention is being paid to the 
health of adolescents throughout the 
world in recognition of the impact of a 
rapidly changing world on their 
behaviour and the importance of this 
period of life in setting patterns which 



have lifelong implications, WHO sup- 
ports activities focusing on adolescents 
in the areas of nutrition, mental health, 
sexuality and reproductive health in- 
cluding equity between the sexes, non- 
communicable ?ind communicable 
diseases, health education, injury pre- 
vention and use of tobacco, alcohol and 
other dnigij. 

A joint UNICEF/WHO/UNFPA 
policy statement on the reproductive 
health of adolescents hai^ been Jissetni- 
nated. WHO supported the formulation 
of adolescent health policies in mote 
than 20 countries, and cooperated 
closely with many NGOs in promoting 
adolescent health. In 20 countries 
projects on street children were imple- 
men ted jointly with the Interna tionai 
Organization of Good Templars. Train- 
ing and other materials were developed 
and widely distributed in collaboration 
with USAID, UNESC:0, the Sasakawa 
Foundation and the Commonwealth 
Youth Programme. In South- East Asia 
adolescent health programmes are be- 
in^ carried tjut in Indonesia, Wyanmirir 
and Sri Lank a - 

A regional plan of actiot> on health 
and viulence for the Americas hijs been 
formulated, which enshrines the prin- 
ciples of comprehensiveness, equity, 
political commitment, civic culture and 
knowledge as a basis for action and com- 
munity participation. It seeks to prevent 
violence, diminish its effects on vulner- 
able groups and set up adequate care fc?r 
victims. 

WHO is re-evaluating the role of 
HIV/ AIDS counselling and supports 
research on male- female relations in 
tour countries, on risk-related sexual 
behaviour among young people in seven 
countries^ and on househt?ld and ct^m- 
munity responses to HIV/ A IDS in five 
countries. Member States in Africa are 
given technical support on preventing 
HIV infection in young people through 
health education, behaviour counsel- 
ling, promotion of condom use and en- 
couragement of a healthy lifestyle, 
(jovcrnments are being urged to include 
education on HIV/ AIDS and sexually 
transmitted diseases in the school cur- 
riculum, and WHO worked with the 
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Young Pcoplcls Christian As.^ociation 
and IFRC on peer education projects on 
HIV/AIDS among out-uf-school youth 
in three countries. 

A muLticentre study was starred in 
three countries to explore areas of con- 
flict between adolescents Find adiilts 
which undermine hcahhy behaviour A 
number of studies were f^upported ii\ 
such fields as the capacity of health ser- 
vices to respond to adolescents' needs, 
the iinpcKt of dewormiiii^j on the nutri-^ 
tiotiLil aratus of schoolchildren and com- 
parisons of the effectiveness of 
albendazole and mebendazole in reduc- 
ing intestinal wormload. Materials were 
produced in aich areas as training of 
health professionals in adolescent 
health* and health facts for youth. 

Health of adults 

WHO activities focus on enabling the 
adult population to be economically and 
socially productive hy reducing prema- 
ture morbidity and mortality en- 
hancing their health potential. Health 
issues that are of particular relevance to 
adults include uorkers' health; human 
reproduction; tuberculosis; HIV/ AIDS 
and sexually transmitted diseases; car- 
diovascular diseases; cancer; mental and 
neurological dif?orders; hereditary dis- 
eases; and alcohol and drug use. 

Elfort^ are made to improve national 
capabilities to design and promote 
healthy work environments. A WHO 
global strategy on occupational health 
for all was formulated, ?in advisory body 
on workers* health was es^tahlished, and 
recommendations were made for the re- 
orientation of occupational health ser- 
vices in the new independent states. 
Guidelines and monographf; are being 
produced on occuparional respiratory 
diseases induced by organic dust and 
sensitizing agents, occupational expo- 
sure to selected metals, solvents at\d 
pesticides, and the carcinogenic risk to 
humans of vnrioub exposures. Since 
1976 WHO has evaluated the health 
risks posed by exposure to close to ZOO 
industrial chemicals and other sub- 
stances. 



Commmcahh diseases 

In face of the mounting threat of tuher- 
culoah WHO is seeking to mobili2e 
major support from the public and pri- 
vate sectors, and a special account for 
tuberculosis was established ivithin the 
Organization's Voluntary Fund for 
Health Protnotion. Programmes >vere 
reorganized in a number of countries, 
and projects launched with financial 
support from the World Bank and ODA. 
Standardized short-course chernc- 
therapy for tuberculosis is starting to be 
introduced in most countries of South- 
East Asia according to WHO guidelines. 
In India, a revised national plan was 
drawn up which will accord higher pri- 
ority and greater resources to tubercu- 
losis control, including financing by 
the World Bank. A similar outcome 
is expected from reviews carried out in 
Indonesia and Nepak WHO is the 
implementing agency for tuberculoid is 
and leprosy control under the World 
Bank's fourth population and health 
project in Bangladesh. 

Research activities have produced 
some important results which might 
have profound implications for policy. 
A study of rifapentine suggests that it is 
a promising new drug. Another new 
drug, sparfloxacin, whose initial assess- 
ment in tubercLdt>sis control was sup- 
ported by WHO, TV ill be tested in a large 
trial of multidmg-resistanr tuberculosis. 
Epidemiological studies have demon- 
strated the important interaction be- 
tween HIV and tuhcrculosis. A study in 
Uganda of the feasibility of tuberculosis 
chemoprophylaxis for HIV-infected per- 
sons suggests that this intervention is 
not easily transferable on a large scale 
in a developing country setting. A study 
in India, partly funded by ODA, is as- 
sessing ways of involving private prac- 
titioners more effectively in tuberculosis 
control. 

First medium- term plans were for- 
mulated for 129 national HlV/AlDS 
prograaimes, and second-generation 
plans for 70. Sexually transmitted dis- 
eases and HIV/AIDS programmes have 
been integrated in most African coun- 
tries, some 80 developing eoim tries are 



WHO has evaluated the 
health fisks posed by 
exposure to close to 200 
industfial chemicois and other 
substances. 
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Monal pfogwmmes foi the 
prevention of coronory heart 
disease hove been introduced 
in 41 countries. 



supported in the implementfiti on of sen- 
tinel HIY surveillancci and a new bulk 
puTchii^e irigrccment for HIV test kits tor 
developing countries was tonckided. 
Approximately 60 million condoms 
wete ordered for developing countries 
at reduced unit cost. Senior ixianagers 
and other staff from 80 countries were 
trained in HlV/AlDS pi ogratnnie nian-^ 
agement, and distance learning material 
on hltx)d safety for blood transfusion 
service staff was published. High prior- 
iry was given to AIDS prevention in 
St>uth'East Asia, where national AIDS 
committees were established, education 
and information of health workers and 
the general population starred, and 
laboratory facilities strengthened for 
screening of blood for HIV 

A WHOendorsed phase 1 (safety) 
trial of an HIV candidate vaccine took 
pbce for the first time in a devck:)ping 
country. WHO has char::ictt:rized HIV 
strains in about 8C blood specimens from 
evaluation .sites and made them avail- 
able to scientists and manufacturers. 
Vaccine testing sires were strengthened 
in four developing countries. An epide- 
miological model of mature sexually 
transmitted HIV epidemics in central 
and eastern Africa is being vali dared, 
and a major research project in western 
Africa including prostitutes and their 
clients supported. A method for evalu- 
atinjj the effectiveness of HIV preven- 
tion was developed in collaboration 
with US AID and distributed worldwide. 

Guidance on HiV testing is being 
issued, and a policy developed on restric- 
tions for HIV-positive travellers includ- 
ing migrants and rt^fugecs. During the 
Rw^anda emergency guidelines were dis- 
seminated on reducing HIV transmis- 
sion in emergency situationSi including 
a li:>t of essential supplies for bkxid trans- 
fusion. Supp^ jrt is being given to several 
countries to develop a comprehensive 
blood safety policy in urdet to reduce 
blood transmission of varioos infections 
including HIV/AIDS. WHO works in 
partnership vvith hundreds of NGOs and 
networks of organizations in this field. 
Intensive work is under way with other 



United Nations bodies to ensure a 
smooth transition towards rhe th2w joint 
and cosponsorcd programme, 

Nomommmkabk disecses 

WHO is establishing a network of cen- 
tres and a database in support of a glo- 
bal programme to monitot and prevent 
cardMn/a^fcttlardt^eases, and continued 
to coordinate the 10-year, 26''COuntr\' 
MONICA project which monitors 
rvends and determinants in cardicvas-- 
cular diseases and measures the effec- 
tiveness of interventions. The first 
comparable rates of incidence and case 
fatality ioi heart attacks were published. 
Nat tonal programmes for the prevention 
of coronary heart disease were intro- 
duced ill 41 countries, C!^ardii:>vascular 
disease risk factor trends over five years 
were cvaluared, and a cardiovascular and 
alimentary comparison study was carried 
out in 20 countries. Guidelines for coro- 
nary heart disease and hypertension 
control are being prepared. 

Noncommunicable diseases have a 
number of common risk factors and an 
integrated approach to their prevention 
in promoted. Sixteen INTERHEALTH 
demonstration projects liave been set up 
worldwide (9 of them in developing 
couri cries) to assess the effectiveness of 
integrated community-based interven- 
tion. The related CdNDI programme 
now covers 2 1 countries in Europe, 

WHO prepared a manual on pallia- 
tive care icr home care givers and gLiide- 
lines on cancel* pain relief, updated a 
model list of 24 essential drugs for can- 
cer chemotherapy and produced a hand- 
book and policy documents on the 
public health approach to combating 
cancer. National cancer conirol 
programmes are being developed in over 
40 countries that have established 
"foundation measures" which provide at 
low cost the essential manageriali po- 
litical, educational and legislative 
framework for the implementation of 
effective national tneasures. An epide- 
miological study on diet and cancer is 
under way^ Support was given foi the 
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implemcatadon of na tional cancer pain 
relief and palliative care policks in over 
46courLtriei;, and an active international 
netwofkof national experts, collatx^rat- 
ing centres and NGOs has been estab- 
listied. The appropriate use of relatively 
simple therapies, especially radio- 
therapy, is promoted, as is education on 
palltativecare and rhe use of opioids. A 
study was completed on the role of hu- 
man papillamaviruses in cervical can- 
cer. 

The applicability of modern tech- 
nology to the control of hereditary 
diseases is being investigated. An imer- 
national muhicxrnrre^itudy was launched 
on the predictive value of individual 
Jienecic and environmental risk factors 
for hereditary hypercholesterclaemia. 
Guidelines were issued on monitoring 
for birth defects and for the control of 
haemoglobin disorders. A European re|^- 
LSter of patients with cystic fibrosis and 
an Asia/Pacific working ^roup t>n the 
control of haemoglobinopathies were 
established. As part of efforts to 
strengthen national genetic pro- 
giammeSjWHO supported a number of 
international studies, including the in- 
ternational human genome research 
project, and ctnperated with the Wodd 
Federation of Hemophilia in studying 
modern treatment methods emphasising 
gene therapy. 

With repaid to other rumcommum- 
cable diseases, national diabeteii 
programmes were set up in three coun- 
tries and are under preparation for all 
European Member States. Continued 
support i^ given to research on diabetes 
and fltherosclerojiis. A global strategy for 
management of asthma is being devel- 
oped. Community- oriented programmes 
for the control of rheumatic dise^^ses 
were expanded Lc five countries, and 
WHO'S recommendations on preven- 
tion of rheumatic fever/rheumatic heart 
disease are already being applied in 24 
countries. Health education booklets on 
this subject were published. 



Mental heakh 

Guidelines were issued on primary pre- 
vention of mental retardation, epilepsy 
and suicide and on the use of essential 
treatments in psychiatry. An assassment 
of the burden on relatives of caring for 
a demented person ar home was under- 
taken, Booklets wore produced on fam- 
ily care of a relative with Alzheimer 
disease and with ^schizophrenia. Pijycho- 
logical problems seen in primary health 
care were studied with a view to devel-^ 
oping treatment guidelines, as were the 
long-term course and outcome of scliizo- 
phrenia, obsessive-compulsive and other 
disorders. Clinical descriptions and di- 
agnostic guidelines for the mental and 
behavioural distirders section of the In- 
ternational Classification of Diseases 
(ICD- ! 0) have now been translated into 
18 languages and their dissemination 
and application promoted. Guidelines 
were produced on life-skills education 
in schools and on stimulation by carers 
durh-ig early childhood. 

An international review of mental 
health legislation was undertaken. 
Methods for asse^-^sing systems of men- 
tal health care were developed. A series 
of national and regional meetings on 
neurology and public health wai; initi- 
ated. The network of health authorities 
on support and rehabilitatLon of people 
disabled by chronic mental illness con- 
tinued to provide guidance in this field. 
National and regies nal seminars on di- 
agnostic guidelines and criteria were 
organized and training workshops held 
for researchers on the use of WHO in- 
terview schedules. 

Substance abuse 

WHO maintains constant vigilance 
over the abuse potential of psychoactive 
substances. As part of a mechanism in 
effect since 1949, a WHO expert com- 
mittee reviewed data on selected 
psychoactive sabstances and issued ad- 
vice on the need for regulatory controL 
Rational prescription of psychotropic 
pharmaceutical products is being 



Support has been given for 
the implementation of 
nationai cancer pain relief and 
palliative core policies in over 
46 countries. 
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proniotcci in a riuniber of developing and 
central and cusiern European countrLcs, 
and d programme nn rapid assessment 
of substance abuse launched in selected 
African countries. The first phase of a 
project on drug injection and health 
risks in 13 countries was completed. 
Work is proceeding with U1nE>C:P and 
ILO in five cuuntricij on a project deah 
ing with alcohol aiid druR abuse in the 
workplace, and with UNHCR on ap- 
proaches to the prevenrinn. of substance 
abuse amont,' refugees. Research contin- 
ues on problems of drugs and sports and 
the social and economic consequences 
of drug abuse. Support is given to Mem- 



Box 13. Effective inflvenza vaccines 

E\/erv yeor WHO cells a meeting which makes recommefidati'ons os to the composition of ttie 
infljenzQ vaccine for use in ihe kthcoTning epidemiolosicol season. These recommendations 
enoble mDnufacture5 to produce liie correct type of tiivalent influenza vaccine which will be 
used ns of September/October in the sonne year end thanks to v^hich countless lives - and 
hospital days and workdays - ore soved each yeai. 

The influenza virus is a master at disguising itself by rapidly changing parls of Its genetic 
material. Oaasionally q completely new subtype ap peers, triggering g worldwide pandemic, 
OS in 1 91 8 J 957 and 1968; hut even small changes in the virus m cause severe epidem- 
ics. Since 1933, when the virus wos first grown, only four subtypes of human influenza virus 
have been identified. 

Vaccines which ere not close to the stroir of virus currently in circulation are of low 
efficiency. The virus is tfierefore kept under high surveillance by WHO. through a woddwide 
network of 118 nationci influenzo centres in 81 countries. These centres isolate the virus 
from suspected influenza cases, determine what type it is and follow the spread and the 
grovity of the disease by r^onitoring, for instance, absenteeism in industry and schools ond 
trends in mortality. International compatibility is ensured because all centres use diagnostic 
kits which are distributed by WHO free of charge each year. 

The natianol centres also send samples of the isolated strains to one of three WHO 
colbboroting centres in Australia, tfre United Kingdom and the USA.where they are received 
within one or two days. Each keeps a collection of reagents to mony variants of the virus, 
allowing o comparison of their antigenic character Information from the national centres and 
the colloboroting centres is sent to WHO headquarters where it is collated Dnd published in 
the W&eklY epkiemlogkoi record. In cases of emergency, such as the isolation of a new 
type of virus, the informahon is sent to all Member States by fax, telex or telegraph. A 
weekly influenza update is avalloble on the WHO computer server. 



ber States in reviewinj^ poUcies and leg- 
islatvtm on t rear men r and rehabilitation 
far drdg and alcohol dependence, in 
elaborating techniques for substance 
abuse prevention, and in providint^ ad- 



equate treatm^^nt and care through 
service development, community in- 
volvement and action-oriented rc-^ 
search, A Europeain alcohfil action plan 
is operational in 44 countries, and ac- 
tion plans including measures on alco- 
hoi use are under way in 17 healthy 
cities. 

Wamea^s health 

luint policy statements are being pre^ 
pared and disseminated with UNflCEF 
and UNbPA on major public health is- 
sues of concern to women, including 
AIDS prevention, female i^enital muti- 
lation, traditional birth atreiidaiits, arid 
breast- feeding and HIV A global action 
plan on safe mothcrhtiod is being imple- 
mented with the World Bank and 
Mothercare (USA), and national ^afe 
motherhood action plans were formu- 
Itited in 10 countries. A country needs 
assessment instrument for safe mother- 
hood was devised, and the mother-baby 
package of cost-effective imervcntions 
to reduce maternal ?ind neonatal mur- 
tality introduced (Box 8). Database sys- 
tems for monitoring patterns and trends 
in maternal bealth are being dissenii- 
i^ated, A report on women's health and 
hoaian rights was issued, and a European 
woaien's health forum established. An 
in-depth analysis was made ot the health 
situation of women in cenrral atid east- 
ern Europe, By end 1994, 87 research 
projects were being funded, raany focus- 
ing orv the main causes of maternal 
death and dis^ibility. Some of the stud- 
ies seek to determine the feasibility of 
integrating sexually transmitted disease 
control activities into family planning 
services. In May 1994, taking into ac^ 
count WHC:) research, the United States 
Food and Drii^ Administration ex- 
tended the duration of continuous use 
of the intrauterine device TCu380A 
from nine to ten years. Research on the 
determinants of induced abortion in 
developing countries showed that it is 
nor restricted to the unmarried but is 
also used by married women to limiit 
family size in rhe absence of effecrive 
contraception. A project was launched 
to promote simple methods for the early 
detection of cancer of the cervix and 
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breast in developing countries, and in 
Europe a study is under way on self- 
examination of the breast. Quality in-- 
dicators for the care of breast cancer 
patients ^nd for perinatal/obstetric care 
were developed and tested. 

Heolth of the elderly 

WHO activities are primarily directed 
to facilitate healthy aging and thus en- 
able the aging population to exercise 
their full potential as resource in the 
community. Various WHO divisions 
carry out activities concerned with ag- 
ing and health, including those respon- 
sible for health research (osteoporosis 
and older women's health); noncommu-^ 
nicable diseases (home care); cardiovas- 
cukr diseases (stroke and hypertension 
control); nutrition (anthropometric 
measures); occupational health (agin^j 
and working capacity); family health 
(health of older women); cancer and 
palliative csire (home care for termi- 
nally^ill cancer patients, quality of life); 
epidemiological surveillance and statis^ 
tical services (healthy hfe expectancy 
network); mental health (dementia, 
particularly Alzheimer disease, and the 
burden of care within the family); qual- 
ity of life assessment; prevention of 
blindnes.s; emergency and humanitarian 
action (reh^ibilitation/rclocation of eld- 
erly refugees and survivors of natural and 
other disasters); and diabetes. Annual 
immunization against influenza is impor- 
tant for older persons and WHO ensures 
that the most effective vaccine is avaiU 
able every year {Box 13). 

Examples of WHO s work include 
the launching of a multinational cob 
laborative study on predictors of 
osteoarthritis, and a study on the socio- 
economic and health status of the eld- 
erly in five countries of Suuth-East Ada, 
which will serve as a useful tool for pro- 
motitig national strategies and plans for 
care of the elderly. In pursuance of the 
United Nations internation?iI pkn of 
action on aging, WHO is setting up an 
integtated programme on aging and 
health ^ which will become fully opera- 
tional in 1996. 



General health issues 

Programtne acrivitics relevant to all age 
groups concern in particular tropical 
disease research and control, cholera, 
zoonoses, accident prevention, rehabili- 
tation, oral health, blindness and 
deafness. 

Disease preventm end control 

The WHO global plan of action for the 
elimination oHeprosy ha*; been adopted 
by the endemic countries. All now have 
national strategics and plans of action 
to eliminate the disease as a public 
health problem by the year 2000- WHO 
closely monitors progress towards ehmi- 
nation of the disease and suppotts inde- 
pendent evaluation of national 
programmes. The establishment of such 
programmes has been instrumental in 
helping,' several endemic countries and 
areas in the Western Pacific to reach the 
target of less dian 1 case per 10 000 per- 
sons, and in greatly reducing the leprosy 
problem in South-East Asia. 

1994 marked the 20th anniversary 
of the onchocerciasis control pro- 
gramme in West Africa (OOP) spon- 
sored by UNDP, FAO and the World 
Bank with WHO as executing agency. 
The number of donors making long- 
term commitments to the programme 
now stands at 21, Larvic id ing allied with 
drug treatment has so far succeeded in 
eliminating the disease as a major pub- 
lic health problem in 1 1 endemic coun- 
tries in Africa. In the Americas a 
multinational, mulriagcncy and 
multidonor coalition has been estab- 
lished to support and coordinate na- 
tional plans to combat the disease in the 
six endemic countries. Outside the OCP 
area, plans are under way to support 
onchocerciasis control in the remaining 
African countries where the disease is a 
public health problem. 

Remarkable progress has been made 
since programmes for eradication of 
dracuncuUasis {guinea-u;orm disease) 
first began in the late 1980s and early 
1990s; national d.nd international sup- 
P<^rt for eradication measures is manifest. 
A reliable village-based surveillance 
system has been implemented, with a 



WHO is setting up an 
integrated programme on 
aging and health, whicli will 
become fully operational 
in 1996. 
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ByOecemberl995 
it is expected that 
dtacuncufiasis will be 
eliminated fm most of 
the endemic countnes. 



monthly reporting system operal iot^iil m 
r\[ countries. In Pakistiin, compared 
with 1988 when 4C0 ca^es were re- 
corded, no case was repotted in 1994^ 
Cameroon is close to halving totally 
Liradic:ited its only active focus; the 
number of cases fell ftom 871 in 1989 
to 9 in 1 994^ Effective control measures 
in Ghana md Nigeria Wc seen e^itraor^ 
din:iry reductions in annual incidence, 
from 833 048 cases in both countries in 
1989 to 93 670 in 1993. 

By December \ 995 it is expected 
that dmcuncuHasLs will be eliminated 
from inast of the endetnic countries and 
that there will be a 95% reduction from 
the \ million estimated cases in 1989, 
with the exception of Suilan, for which 
reliable figures are not available. 

A campaij'n to eliminate Chagas 
disease was launched in the Southern 
Gone of the Aiuericas (Arj^entina, 
Btazil, Bolivia, Chile, Paractuay and 
Uruguay), imd is to be coordinated by 
an tnterj^overnmental conrrcil commis-^ 
sLon. National plans and piogramtues 
have been prepared, and four countries 
have a heady enacted le^^i slat ion that 
[nakes bbud screening for the disease 
compulsory. WHO is coordioating a 
multicGuntry ptogramme and SLippcrt- 
ing the develt>pmenr of slnw^rekase in- 
sec ticida I paints which have been shown 
to be nearly twice as effective as tradi- 
tional sprays in controlling the 
triatomine vectors and about half an 
expensive. Funds are provided for op- 
erational research tr> improve sptaying 
operations and bltiod bank screening. 
Interruption of vector and trans fuJiional 
transmission of Chagas disease has been 
achieved in Uruguay (1994) and Chile 
(1995). 

Support is given for training in the 
epidemiobj^y and control of schisto- 
somiasis, A new candidate vaccine has 
been identified, and other antigens are 
at an advanced sta^e of development to- 
wards human field trials. Mass trcattnent 
with praziquantel is an efiicient way of 
controllittg schistosomiasis when tar- 
geted at schools with the largest num- 
bet of infected children, and a simple 
questionnaire has been designed which 
could help identify them. This approach 
ii being tested in several African coun-^ 



triers. Simultaneous treatment with 
praziquantel and a broad-spectrum 
anthelminthic has been denronstrated 
to be safe. It has also been shown that 
simultaneous delivery^ of the drugs re- 
duces the cost and increases the effec^ 
tiveness of interventrotis. 

Integrated human and animal 
trypatiosomiasls programmes were sub- 
mit ted to the Entopean Union fot sup-^ 
pott. Guidelines are being produced on 
control methods involving cominnnity 
participation. The effectiveness of 
seven 'day tteatmcnts with eflotnithine 
was denionstrated. The drufj is expen- 
si ve, but WHO was able to ptovide it to 
four countties on a cost-tecov ety basis. 
A low -cost synthesis and production 
method is bein^ developed. 

WhlO toj?ether with UNIGEF pro-- 
vided emergency supplies for serologi- 
cal diagnosis and druE^ treatment of 
visceral leish^naniasis during a recent 
epidemic in Sudan. A surveillance sys-^ 
tem involving a network of 14 institti" 
tions in the Mediterranean basin was set 
up to cope with the emergint? problem 
□f HWILcish-marda co-^ infect ions, A 
standardized case report form and guide-^ 
Uncs for diagnosis and treatment wete 
prepared. 

Guidelines for implementation of 
the global malaria control strategy were 
proiuced and adapted to regional needs. 
Already 25 of the 45 malaria endemic 
countries of Africa have drawn up plans 
cf action and 10 are implementing them 
according to tbe strareg^^ WHO in col- 
laboration with other agencies and 
NCOs responded promptly to requests 
for assistance to combat epidemics in 
seven countries, including epidemics 
among .500 000 Rwandan tefugees. 
Guidelines on diagnosis and treatment 
of malaria in Africa were produced and 
distributed in French, English and Por- 
tuguese. 

Progress has been made in many 
countries towards the required reorien- 
tation of their national programmes 
in line with the global strategy, al- 
though the process of reoticntation of 
programmes in the Eastern Mediterra- 
nean is being serirmsly hampered by 
political instability and wars in a num-- 
bcr of countries. 
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Whilst mast countries iti rhc Aincri' 
cas have made major sreps in integrat- 
ing the traditional malaria control 
organization int o the genetL^I health ser- 
vices at the centnil level, integration at 
local level has been attempted in only a 
few sLich as Brazil, Colombia, Honduras 
andNicaragiui. Several countries in the 
Americas have ha.d revise their leg is- 
lation to allow for the integration of ser- 
vices and to promote inter sec total 
collaboration. 

In view of the rapid spread of 
cKloroquine -resistant and multidrug-re-^ 
sistant falciparum malaria, a long-term 
multicentre collaborative research 
programme was iriitiated to study ways 
of retarding further development of drug 
resistance. The status of resistance is 
continuously monitored in all the 
mal ario us count r ic 5 of S outh - Ea s t A s i a . 

The integration of malaria contn.il 
with the strategy ot primary health care 
varies in the Western Pacific, in keep- 
ing with the way each countr^' has built 
up its primary health care activities. In-- 
tegration with the general health ser- 
vicers exists in several countries but there 
are problems at the periphery where 
wc^rkers have diificulties in giving time 
to the necessary^ health education and 
preventive measures. 

The synthetic Colombian rnalaria 
vaccine, Srf66, has been extensively 
studied in South America and more re^ 
cently in Africa and South-East Asia 
{see Box H). It has givcti promising re- 
sults in studies in the United Republic 
of Tanzania. Multicentre field trials of 
insecticide-treated bcdncts are under 
way in four Afric^in countries to assess 
their effect in reducing mortality in chib 
dren under age 5. A multicentre field 
study was initiated to validate a newly 
developed dip -stick me d rod for detec- 
tion of falciparum malaria. 

Guidelines (or the dia^^nosis, treat- 
ment and control of dengue and den- 
guc haemorrhagic fever were finalized, 
and national prevention and control 
strategies are being prepared. With sup- 
port from WHO, M ah idol University in 
Bangkok developed a tetr^ivalent live- 
attenuated dengue vaccine. Clinical tri- 
als have shown that it is safe and the 
immunological response encouraging, 



and it is hoped that it will he ready for 
phai^e 111 (efficacy) testing shortly. 

The public health implications of 
lymphatic filariasis are being asseiisedt 
and pilot control pn>grammes initiated 
in some countries. MulticentTc field tri- 
als of ivermectin and new regimes of 
dicthylcarhamazine citrate (DEC) 
showed the two drugs to be equally ef- 
fect ive. Antibiotics, antifungal agents 
and sim.p[e local hygiene were found to 
reduce elephantiasis. 



Box 14. IVlaiaria VQCcms 

A number of vaccines of potenttal value in controlling fnalario m currently under develop- 
ment. Asexual blood-stage vaccines are designed to reduce severe ond complicated ironifes- 
tntions of the diseose. They could lowfer morbidity ond mortnlily ^n African children underage 
5, G porticuloriy high risk group, one tbeir development is ttierefore given priority by WHO. A 
second type of vaccine is designed to arrest the development of tfie parasite in tfie mosquito 
and thus reduce or elirninate transmission of the disease. Research on both types of vaccines 
is being supported by UNDP/World Bank/WHO. 

Asexuol blood-stage vaccines are based on ontigens derived from the blood stoges of 
Plosmodium hldpom present in man. Several ore being studied. Together with WHO ond 
US AID, the Eiropeon Union has estoblished o nnalaria antigen dotobose for use throughout 
the wodd through the Intemet. In addition collaborative efforts ore under way in the USA to 
purify sufficient amounts of merozorte surface protein 1, on onti'gen which has been shown 
to protect monkeys from infection, Clinicol trials using tfiis moterio! could be initiated by late 
1995. Trials of two other leading recombinant candidote vaccine ontigens, serine rich anti- 
gen nnd on apical membrane antigen, could begin in 1 996. 

A synthetic ''cocktair vaccine for E fstdpofum, called SPf66 and developed by 
Dr M, Patorro/o in Colombia, has been tested extensively in South Americo and more 
recently in Africo ond South-Eost Asia. This voccine, formulated as o peptide-olum combina- 
tion, was selected for clinical studies on the bosis of its obility to protect monkeys from 
infection. A recent field study among children underage 5 in the United Republic of Tanzania 
showed thot the vaccine was sofe, induced antibodies and reduced the risk of developing 
clinical maloria by ohout 30%. These hndings together with the results f om South America 
confirmed the potential of the voccine to confer partial protection in preos of high as well as 
low tmnsmission. Other studies in the Gonibia in toddlers aged 1 months ond in Thoilond 
in children cged 2-1 5 yeors ore due to be completed by mid-1 995, 

A meeting to review all the avoilable data c^n SPf66 will be held in September 1 995 Jt 
will then be decided whether to undertake further studies to determine its potential for 
reducing mclario mortolity ond complications in Africcn children under oge 5. If a significont 
reduction in mortality is observed, registroticn of the voccine would proceed. 

As far as tronsmission blocking vaccines ore concerned, Pfs25 is a lending condidote and 
a preparation based on it should go into clinicol triols in the USA ond Africo during 1 995, 

Any effective moloria vaccine approved for large-scale applicotion would be used as part 
of integrated motaria control measures including other protective interventions and disease 
management. 
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Teams were sent to help 
combat outbreaks of cholera 
in Somalia and of cholera and 
dysentery among Rwandan 
refugees in laire. 



who's global cask force on cholera 
control, with the collaboration of the 
Swiss Disaster Relief Unit and the - 
emiiienLS of Austraha and Italy, contin- 
ucd to siipiiort activities to strengthen 
countries' capacity to prepare for and 
respond to epidemics of cholera and 
dysentery. MultidiscipUnyr>' teaniy were 
scnr to help coinhat ontbreaks of chol- 
era in Somalia and of cholera and dys- 
entery among Rwnndan refugees in 
Zyire. WHO supports a laboratory sur- 
veillance system for monitoring drug 
resistance in the causative organisms 
that is available to all the cholera-prone 
countries in Africa, the Eastern Me di- 
re rra tie an and South -East Asia. 

Several vaccines fire at different 
fjta^es of development. Granr s were pro- 
vided to Myanmar, Nepal, Sri Lanka and 
Thadand for stren^thenin^j their lubo- 
rfirory capabilities to isolate and ehar-- 
acterize Vibrio chokroe strains which first 
appeared in southern India toward^s the 
end of 1992, A grant was given to India 
for large -scale production of 0139 an- 
tisemm, which was made available to all 
the cholera-prone countries in Africa^ 
the Bastern Mediterranean and South- 
East Aaiii. Because of ttie potential of 
the new attain to cause another 
pandemic, national diarrhocal disease 
programitie managers, government offi- 
cials, scientists, and staff from W^HO antl 
UNICEF made an in- depth review of 
the situation. 

Global surveillarice of emergini^ and 
re emerging zoonoses such as rabies » 
salmonellosis, echinococcosis, liver 
fluke infection and salmonellosis is be- 
ing strengthenedi and research and tech- 
nology transfer coordinated. A variety 
of training courses, consultations and 
workshops are organized regionally and 
interregionally. 

Oral health 

A globil data bank is maintained, and 
support given for situation analyses and 
the fonnulation of national plans to pro- 
mote oral health. WHO participated in 
the 1 Munching of a district-based oral 
health project in 3 countries. A study 
on oral health outctmies was completed 
in 6 countries using a single protocol 



linking sociological and clinical data. 
An international collaborative oral 
health research initiative is being 
launched in collaboration with the In- 
ternational Dental Federation, the hi- 
ter national Association for Dental 
Research and the International Federa- 
tion of Dental Education Associations, 
An international action network was 
established on noma and other nnitilat- 
ing diseases and accidents of the tace and 
mouth in African countries. New tech- 
nologies were introduced for treating 
dental caries w^ithout a drill, water or 
electricity. 

Acddents^ vhhme and suidde 

Guides oti bum prevention and manage- 
ment are being produced with the hi- 
tctnational Society for Bum Injuries, 
and multicentre epidemiological stud- 
ies on brain injury conducted. A nct- 
^vork of dem()nsttation projects on 
community s^afety wa;^ expanded to 13 
countries, and a WHO initiative on spi- 
nal cord injury prevention launched. 
Training materials on injury prevention 
are being produced, and methodologies 
for risk assessment cotiLinuously moni- 
tored and updated. 

There h-as been j significant im- 
provement in meeting the rehabilitation 
needs of the 35 milUon persons with 
disabilities in Africa, using the commu- 
nity-based district health approach pio- 
neered by WHO. Consultant services 
were provided in 10 countries on 
programme planning or evaluation, and 
plans drawn up on strengthening ser- 
vices for refugees and people living in 
slums. Two inrercounrry workshtjps were 
or^ani^ed on the tnanagement and re- 
view of rehabilitation programmes^ 

Blmdnesi and deafness 

Gk?bal data on blindness were updated. 
Quality standards were prepared for 
small-scale manufacturers of intraocu- 
lar implants used in cataract surge r^^ 
Joint action with XGOs was strength- 
ened through the establishmenL of a task 
force on coordinatioi^, and extrabtid- 
getary funding mobilized to provide 
technical support. Advocacy for blind- 
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ness prevention was strengthened in 
collaboration with the International 
Council of Ophthalmology and the hi- 
ternational Agency for the Prevention 
of Blindness. 

Technical support was provided for 
workshops on the formulation and man- 
agement of programmes fur prevention 
and treatment of deafness. Awareness of 
the problem and the need for action was 
pcomoted in collaboration with Hear- 
ing [ntcrnatinnaL 

Lifestyles and environmenf 

Two of the changes needed to achieve 
heakh for all arc concerned with :t 
healthy environment and healthy 
lifestyles and require initiatives by the 
individual, the family and the commu- 
nity. Activities are carried ont in the 
areas of menta! health, healthy public 
policy, social support systems, healthy 
living, tob^icco, alcohol and psycho- 
active drug use as well as housing, 
pollution and food safety. Many of the 
measures require government involve- 
ment at central, regional and local 
leveb and welh Integra ted, inultisectoral 
planning and management. 

WHO promotes healthy lifestyles by 
mobilizing public opinion and the me-^ 
diaand strengthening health education 
and advocacy for health. A school 
health education resource centre and 
database were developed, and two re- 
gional networks of health promoting 
schools established. The health protnot- 
ing schools project established in Europe 
in 1992 now covers 28 countries* The 
regions for health network in Europe, 
founded in 1992, \vas expanded to in- 
clude 20 regions. 

Global data on tobacco are system- 
atically collected, computerised and dis- 
tributed. Support is given for the 
development and monitoring of na-- 
tional tobacco control programmes. 
Within the framework the European 
action plan for a, tobacco- free Europe, 
agreement was reached to use tobacco 
control laws and litigation as public 
health tools. The Winter Olympic 
Games in Lillehammer (Notway) were 
smoke -free as a result of collaboration 



between the International Olympic 
Committee and WHO. The theme of 
the 1994 WHO World No^Tobacco Day, 
*The media and tobaccos gritting the 
healrh message across", was widely 
picked up by the niedia+ thanks to na- 
tional and local activities around the 
world. 

"Africa 2000'\ a new investment 
initiative aimed at providing miiversal 
coverage of ivater supply and sanita- 
tion services, was launched. A broad 
programme tor hygiene education and 
promotion of low-cost san itation is be- 
ii^g developed in cooperation with 
UNICEF and other bilateral and muhi- 
lateral organizations. Key hygiene 
behaviours and priaeiplcs for promot- 
ing sanitation were identified. Modules 
for water supply, sanitation and disposal 
of solid wastes were developed for 
UNRWA, and WHO/FAO/UNEP col- 
laborative rei^earch initiatives were 
launched with regional research agen- 
cies. A joint project is under way with 
the United States Environmental Pro- 
tection Agency to strengthen environ - 
mentid monitoring and legislation in 
small communities. Training packages 
and manuals on the proper operation, 
maintenance and optimization of sys- 
tems are being prepared, and one on 
health in water resources development 
is being tested. 

In ttie field of urban health the glo- 
bal network of healthy cities has been 
ex poinded in all regions » and now in- 
chides over 650 cities. At the same time 
close partneriihip has been established 
wirh the OECD ecological cities ptoject- 
The healthy cities project, launched 
hy WHO, has proved highly effect- 
ive in mobilising action on alcohol, 
HlV/AlDS, diabetes, disabilit>^ health- 
promoting hospitals, nutrition, primary 
health care, tobacco- free cities, sports, 
the unemployed, and women and 
health. Support is given in strengthen- 
ing national mechanisms for priority- 
setting, planning and local environ- 
mental health research. 

The global WHO/UNEP netw<irks 
for air and water quality monitoring are 
operational in more than 60 countries, 
and a comprehensive report on urban 



The global neiwofk of healthy 
cities has been expanded in 
all regions, and now includes 
over 650 cities. 
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Box IS. hod safety 

Foodhorne diseases result from contamination of food with bacterial viral parnsilic or ctiemical 
agents. Although no precise information is ovg liable, tfie problem of food contomination and 
foodborne diseases con be estimated to be immense on the bosis of data on the incidence of 
diorrhoeal diseases. In addition to acute symptoms, contaminants of food can cause severe 
and chronic health problems, which are less well horn. Some foodborne treniatodes are 
believed to be the underlying factor in liver concer, Solmonellosis ond campilobacteriosis 
have been found to caise reactive arlfiritis in some sjbjects. Eiterohaemorrhagic Escherkhio 
cokm cause severe disorders of the renal systenn. Listeriosis and toxoplasmosis are porticu- 
larly dangerous during pregnancy, as they con be fotol to tfie fetus, or may result in severe 
deformity. Heavy metals, like lead, con severely affect tbe nervous system. Foodborne dis- 
eases con lead to severe growth faltering. Infants and children become less resistant to other 
infections and om caught in o vicious downward spirol of infection and molnutrltion leading 
in many cases to deatfi. Foodborne diseoses incur tremendous economic costs in terms botii 
of reduced productivity and of medical care. During tbe 1991 cholera epidemic ?m had to 
sustain medical care costs for the ttiousands of people affected. In addition its food exports 
decreased substontiolly ond its tourism industry was affected. 

Food con become contaminoted at any stage in the food chain, from production to 
processing and handling prior to consumption. Therefore the causes of foodborne diseases 
tend to be multiple and interdependent. In developing countries lock of basic sanitation and 
use of untreoted right^oil os fertilizer or untreated wastewater for irrigation oilow pothogens 
to be introduced into the food chain through the water. In developed countries improved 
standards of livir^g have led to a rise in consumption of food of animal origin. The resulting 
mass production of animals has increased the risk that mony will be subclhically infected 
with foodborne pathogens such as Sotmonek (^w<i ConipYtobocfef. Research continues under 
V^HO ouspices on the uses of ifrodiation and modern biotechnology to improve the food supply. 

Traditions and beliefs also contribute to the occurrence of foodborne diseases in both 
developed ond developing countries. For example in some cultures row meat products, raw 
fish or raw milk m tmditi'onal foods, despite the health risks. Finally some diseases are 
imported from endemic areas because of the growing niimber of international trovellers, for 
whom WHO has piblished a populor guide. 

Because of its role in the spread of contaminants, the Codex Alimentarius sysrem was 
set up to facilitate world trade in food, promote fair practices and protect consumers by 
establishing internationally accepted standords. Stcndordsore set in such areas as maximum 
allowed amounts of pesticide residues ond contaminants in raw materials, lobelling of food 
and majdmum content of approved food odditives, in addition to codes of hygienic and 
technological practice. Application of the stondards not only protects the health of consum- 
ers, but avoids the temptotion to use health related notional standards as on excuse for 
unfair trade practices. The standards ore set by the Codex Alimentarius Commission which is 
jointly sponsored by FAO and WHO. It works by hormonizing notional standards in consulto- 
tion with governments, trade and industry representatives, consumers' associotions and oth- 
ers. Some 200 standords and 1 40 codes and guidelines have been published in 25 volumes 
in 3 longucges. Until recently these instruments were sent to governments DS recommenda- 
tions for action. With the signature of the Final Act of the Umguay Round of multilateral trade 
negotiations lounched by GATT, those related to food safety became internationally recog- 
nized reference values. 



atr quality in mcK^iciries was publisticd. 
Surface- and ground -waiter quality are 
monitored in over 3 50 cities worldwide* 
and severdi methodology guidelines 
were issued on ;>ainplin|^ and analysis of 
air and water. TKe distribution of revised 
WHO guidelines for drink ing-w^ater 
quality was followed by a series of n^^ 
tional and reyional seminars to stimu- 
late the etiactmcnt and application of 
standards at national level. Guidelines 
for the safe handling and disposal o( 
hospital and other iniectious wastes rire 
being prepared. 

The major thrust for WHO activi- 
ties in the sphere of it>od safety is to sup- 
port the adoption of iiiodern food safety 
strategics that no longer rely exclusLvely 
on end-product testing but rather focus 
on monitoring "critical control points" 
in food production and proc;:i>sing and 
on promoting awareness ofprohieins aird 
stimulating information development 
iind transfer. WHO takes a riuilti- 
disciplinary and multisectoral approach 
to the prevetTtiori of foodborne diseases 
(Box 15). Two iiew collaboratin*? cen- 
tres for food s^jfety were designated, and 
several projects itnplcm.etiLed. Risk as- 
sci>sn:ent of cheiuicals in food is being 
strengthened, and food ct^ntamtnation 
by heavy nietaU, industrial cht^rnicals 
and pesticides monitored through i\ joint 
UNEP/F AO/WHO programme. To- 
gether with FAO, Wl lO has established 
acceptable daily intakes for well over 
70C food additivcsi cont^iminants and 
veterinary drug residues in food. WHO 
CO sponsors regional and sub regional 
courses and workshops on food safety. 
WHO and FAO support the Codex 
Alimentarius Cominissit:nH an intergov- 
ernmental body with a current mctnber- 
sKip of 1 46 countriesj which encourages 
the development of scientificaUy-bascd 
and internationally-agreed food stan- 
dards. The recently concluded Umguay 
Round of multilateral trade negotiations 
reco^ni^es Codex standards, guidelines 
and recommctrddtions as international 
reference values to ensure that unnec- 
essary or overly restrictive requirements 
are not used as non- tariff barriers to in- 
ternational trade. 



m 



WHO'S comiBunoNS to wmw health 



Health iitfrastructore 

Coverage, titccs^vibility and quality of 
care are three Wsic requirt^rne^ncs in 
health development. Coverage depends 
on the availability of yuitahly located 
faciliricy where quality care is given to 
the whole population by we 11 -trained 
health worker^i using appropriate tech- 
nolu^Lc^, Many problems have been 
encountered in building up health in- 
frastructure^ ranging from lack of clear 
nacionaL policies and leadership, in in- 
adec|uate resources and bad manage- 
ment. 

Health services worldwide are bein^? 
reformed to meet the challeni^es forced 
on couT>trie:> by dramatic economic and 
soci^d changes. The reft^nn^s arc to the 
extent possible based on the primary 
health care approach, are in line with 
global, regional and nati<inal health -for- 
all strategies and are dc feigned to ensure 
equity in health care, allied with greater 
efficiency and effect ivene^^. Specific 
activities are concerned with the orga- 
nisation of health systems based on pri- 
nuiry health care; the develop me tiL of 
human resources lor health; clinicab 
laboratory and radiological technology; 
the provision of esHential drugs; drug and 
vaccine quality, safety and efficacy; and 
rraditional medicine. 

As part of iiji support to governments 
in rhe organisation of health systems 
hosed m primury hetdth care, WHC 
prcjvides them with updated information 
on ways to manage change. It advises 
un particular aspects of reform such as 
the appropriate miK of public and pri- 
vate setviccs, decentralization, and 
effective links be twee t\ central authori- 
ties, district health systems and local 
conimunitics. It helps health policy- 
makers to idcntif^^ priority areas. In the 
Western Pacific, fijr example, a forum 
was organized to enable countries to 
share experiences in health develop- 
ment; ai\d support was given to several 
South- East Asian countries in formttlar- 
irg new health policies and strategies 
as part o( a reorganisation of their health 
systems. In Europe urgent attention was 
paid to the revitalisfition and modern ^ 



ization of stnnetinies inefficient, unbal- 
anced an<l inert medical care systems. 
Empliasis was placed on attracting more 
financial resources, decentralising and 
dismantling monolithic top-down stnic-^ 
turc!^, remotivating health care workers, 
and making systems more r^Kionab effi- 
cient and responsive to consumers. A 
manual on a "basic minimum needs" kit 
was produced and will be issued in the 
near future, A national quality assurance 
system was established in Saudi Arabia 
and is being introduced in other East- 
crn Mediterranean countries. Saudi 
Arabia, with WHO support, publi,shed 
tour reference manuals on quality of 
health care, dealing with primary health 
care> nursing, health inspection and 
pharmacy. These docntrLents have been 
widely distributed and adopted by other 
Member States. WHO collaborates with 
a number of countries in the Eastern 
Mediterranean in improving national 
health information systems and estab- 
lishing the managerial process for health 
development. 

Health care financing systems are 
being restructured in several countries 
in the Americas, and application of the 
^*basic minimum neetls" approach is be- 
ing accele rated. There are moves to ex- 
pand the role of the private sector in the 
provision of health care in Souths East 
Asia, Generally people are becoming 
increasingly interested in the services 
they receive and pay for, either as con- 
sumers or as raxpayers. Greater atten- 
tion is being given to the financing of 
health systems in the Wesrern Pacific. 
Experiments are imder way with insur- 
ance schemes^ public or private partnci - 
ship, incentive payments, cost sharing 
and cost recovery. 

In the Western Pacific the primary 
health care approach is being adapted 
to address new challenges. Priority is 
given TO emerging health needs in con- 
tie ct ion with urbanization, environmen- 
tal change and ehtonic diseases 
associated with lifestyle. Countries in 
South- East Asia are strengthening their 
district health systems based on primary 
heahh care wdth emphasis on reaching 
underserved and unserved populations. 



Health sen/ices worldwide ore 
being reformed to meet the 
challenges forced on countries 
by dramatic economic and 
social changes. 
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Community involvement in 
health now seems to be 
vi/idely accepted in 
most countries. 



All Africciii countries liiiVk: adopted and 
are implemcntin^J the African health 
developmenrtr^imework, whereby com- 
muniry 'Oriented, Locally m:^naged ac- 
civiries are carried our with appropriate 
support froTTi district, intermt'dicite and 
central levels of the healrh systein and 
other sectors. There is now a consensus 
that a wcl^defined district health-for- 
all packaE^e, with specified minimum 
activitiesj is a ^ood tool for extending 
services beyond simple curative care to 
include health promotion and preven- 
tion* 

Throuj^h research and direct support 
of countries, WHO actively promotes 
community involvement in health 
aimed at enabling people to take respon- 
sil-iility for decisions concerning their 
health and to tnakc their health services 
more effective. Community involve- 
jnent in health no%v seems to he widely 
accepted in most countries. It find^ its 
expression in such ways as ensuring 
equitable and rational distribution of 
resources for health; tnohilizing funds 
from local, national and international 
sources; and makinj^ good use of the 
knowdcdge and experience available 
within the community. The topic of 
community action for health was exten- 
sively discussed by the World Health 
Asserifibly in 1994^ 

As part of efforts for die develop- 
ment of human re<iouTces for Health, 
WHO launched ai\ initiative to deter- 
mine optimum approaches to the train- 
ing of health personnel under chanj^ing 
stjcioeconomic cLuiditions. In the 
Americas emphasis is given to the man-^ 
ageinent of education programmes for 
the medical and related professions. 
WHO is devising tools for policy analy- 
sis and planning in the Eastern Medi- 
terranean and Sonth-East Asia. It 
collaborates with countries in review- 
ing health personnel policies atid plans 
with in the perspective of existing eco- 
nomic constraints. In the Western Pa- 
cific several reviews of public health 
trainini^ and medical education were 
carried om\ they highlighted the need 
to reorient health personnel planninf^ 
and training to the requirements of 
health development i:>ver die next five 



years. WHO Continued its efforts to en- 
hance national capabilities to dci^i^n 
atiid implement appropriate progranmies 
for medical, nursinf^ and other health 
persoimeb aiui gnve intensified support 
to national educational institutiot\s. 
WHO fellowships are being monitored 
and evaluated to ensure that they are 
relevant to national health-for-all strat- 
egies. 

National action plans on nursing 
and midwifery are being prepared to- 
j^ether with a plan for regional and in- 
terregional action in support of Wb^Os 
goals through collaborating centres. 
Strategies are being developed to up- 
grade the quality of nursing practice 
through networks of chief nu raving offic- 
ers. A meeting of chief nursLn^^/tiiid-^ 
wifery officers, educators and managers 
fnMTL eastern and southern Africa was 
held to discuss ways to give nurses and 
midwives a greater role in improving 
health care at district IcvcL WHO col- 
laborates with the International Con- 
federation of Nurses, the International 
Co nfede rat i<m of Midwives and other 
NGOs in this field. Microcomputer- 
based models tor projecting staff avail- 
ability and requirements are being 
fie Id -tested) using workload indicators 
CO determine staff ing need. A guide on 
functional job analysis is being prepared. 

WHO plays a central tole in promot- 
ing health technology assessment in 
developing couturies, particularly itii re- 
lation to primary health care, disease 
prevention and control, nutrition and 
environmental health. Materials pro- 
duced on this subject included a hand- 
book of principles for the niianagcment 
of radioloi^ical services; guidelines for 
planning and organic a c ion of sma 11 im - 
aging departments; neu technical speci- 
fications for the WHO radiographic unit 
as part of the WHO iniaginj^ system; a 
set of standard radiographs for reference 
use in small hospitals and radiology prac- 
tices; and a manual on radiation protec- 
tion in hospitals and general practice. 
Basic safety standards on radiation pro- 
tection and radiation sources are being 
established with FAO, IAEA, ILO and 
OECD. A number of studies were car- 
ried out on development of a standard 
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cold chain for blood; rhe incidence of 
HIV followinj^ blood transfusion; and 
injictivarion of viruses in blood prod- 
ucis. Portable laboratory instruments 
and photovolniic equipment arc being 
tested, and field trijils of an oxygen con- 
centrator machine that meets WHO 
Specif iciit ions conducted jointly with 
the World Federation of Societies of 
Anaesthesiolo^nsts. A new training cen- 
tre on repair and ma intenance of medi- 
cal equipment is being ser up in the 
Syrian Aral> Republic in collvihoration 
withUNOr. 

In the field of pharmaceuticals the 
Organ iiat ion co 1 1 borates wi th n at i a n a I 
Jni^ regulatory authorities in harmonis- 
ing approacheii to drug registration and 
surved[ance, establishing international 
standards for quality assurance, and cx- 
cbang;ing infonnarion on naiionid regu- 
latory decisions. The rational use of 
drugs can he ensured orrly within a well- 
defined framework of regulation. 
Through its model lists and related pre-^ 
scribing information, WHO helps coun-- 
rries to foster cos t-^ effective dnj^ use and 
procurement. Activities concerned with 
the protnotion of naiioHLi! drug policy 
are described in the foUowing section, 
under Health policy. 

The WHO model list of essential 
drugs, which helps countries to match 
priority drugs ro priority health needs, 
i*5 revised and updated biennially. Col- 
lation of an international database on 
suspected adverse druf* re actions con tin- 
ues. The content and scope of WHO's 
model prescribing information are be- 
ing expanded, its ethical criteria for me- 
dicinal drug promotion reviewed, and its 
recommended ^ood practices in the 
manufacture and quality control of dmgs 
updated. Pharmacopoeial standards and 
or her requirements for pharmaceutical 
and biological products continue to be 
established, and international nonpro-^ 
prietary names for phannaceutical sub- 
stances seleerccb 

A model software package was pro- 
duced ro support dni^ registration usinj^ 
a desk' top computer. Basic tests are be- 
ing devised to verify the identity of phar- 
maceutical substances outside a 
laboratory scttin^^. Good manufacturing 



practices have been extensively revised, 
and proposals formulated for the regis- 
tration of generic products. Guidelines 
for implementation of the WHO Certi- 
fication Scheme on the Quahty of Phar- 
maceutical Products moving in 
International Commerce are being field- 
tested, 

WHO assists m meorporating 
traditional medicine into national 
health systems in countries where it is 
widely practised, and promotes opera- 
tional research, clinical investigations 
and e^cchange of information on the sub- 
ject. A comparative review is being 
made of legislation on traditional and 
alternative medicine, and guidelines 
prepared on safe techniques and basic 
tmining in acupuncture. A study is un- 
der way on the indications and 
contraindications of acupuncture. 

Health palicy 

The most important way in which 
WHO influences national health deveh 
opment is by helping to shape health 
policy. The Organization works closely 
with Member countries in analysing and 
de^^igning policies concerned with 
health 1 helps strengthen national mana- 
ge r i a 1 c apabi 1 it ie s , sup ports co u n tr i e s in 
implement inj^ and evahiating their na- 
tional bealth'for-all strategies, and ad- 
vises on the application of health 
in f onnti t ion syste ms . Tech n iea I s u p p o r t 
is given in formulating policy relating 
to health legislation, drugs and environ- 
m e n t a 1 hea 1 th J mc I ud i n g a sses s tne n t of 
the risk of potentially toxic chemicals. 

A major step w^as taken in the area 
oiwomen, health and development. In 
1993 the Global Commission on 
Women's Health was established as an 
advisory body to WHO. It drew up an 
agenda for action on women's health 
coverin^j nutrition, reproductive health, 
the health consequences of violerrce, 
aging, lifestyle-rekited conditions find 
tlie work environments It has raised 
awareness tsmonf? policy-makers of 
women's health issues and encourages 
their inclusion in all development plans 
as a priority. A report on women's health 



Jhe most impoftont way in 
which WHO influences 
national health development 
is by helping to shape 
health policy. 
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At the 1994 International 
Conference on Population and 
Development in Cairo, WHO 
played a key role in helping 
to reach consensus and 
transcend political and 
religious d'rfferences. 



and human rigktii, drafted for the 1993 
World Conference on 1 luman Rights in 
Vienna, was published . Under the ^lus- 
pices of the commission, a .Hchetne to 
provide credit and banking tucihlies to 
the most vulnerable and disadvantaged 
is being Implemented in Afric^i. At the 
1994 International Conference on 
Population and Development in Cairo, 
WHO played a Ley role in helping? to 
reach eumensus and transcend political 
and religious differences. This was made 
possible by WHO's inclusive approach 
to health, which is unique both within 
the United Nations system and globally. 
Where other agencies may be concerned 
with single issties, produces or interven- 
tions in the health tield^ proposals by 
WHO receive high marb^ for IxDth tncdi-^ 
cat and ethical credibility' becauf>e of its 
nonpartisan and pfriority concern lor the 
overall health and well-being of ail in- 
dividuals in all fsticieties. 

WHO'.s activities relating to envi- 
ronment ^ health and developrtient stem 
in particular from the agreement 
reached at the 1992 United Nations 
Conlerence on Environment and Devel- 
op me nt (UNCED) that countries 
should prepare and implement national 
plans for sustainable development. A 
major imetregional WHO/UNDP ini- 
tiative seeks to promote the incorpi.ira- 
tion of health and environment 
concerns in the plans. So far financial 
and technical support has been provided 
to six countries for that purpose. WHO 
has been desi^ated task manaj^er for the 
'^health chapter^^ of UNCHD. WHO in 
collaboration with scvcml United Na- 
riimK bodies prepared a progress report 
on healths environment and sustainable 
development, stressing the importance 
of reforoi with respect to community 
development^ environmental healthy 
national decision-making and national 
accounting* Health indicators in rela- 
tion to sustainable development are be- 
ing cstatlished. 

In pursuance of the new global strat- 
on health and environment, several 
WHO regional offices drew up corre- 
sponding regional strategies and action 
plans. A second En rope im Conference 
on Environment and Health in Helsinki 



in 1994 endorsed iin environmental 
health action plan for Europe and out- 
hned in the Helsinki Declaration a 
mechanism for long-term coopcuLition 
hetween the major players in this field. 
In the Western Pacific the impact of 
development on health was evaluated 
using environmental assei^sment guide- 
Hoes* Support was given for the formu- 
lation of environmental health miction 
plans in areas with high developmenr 
potential, and national capabilities for 
preparing such plans were strengthened. 

Materials produced by WHO in- 
cluded guidelines on the operation of 
poisQON control facilities, 15 health and 
safety guides, and over 200 international 
chemical safety cards providing basic 
Infonnation on the diagnosis and treat- 
ment of poisonings. A global database 
on chemical sub stances » pharmacetiti- 
cals, poisonous plants and animals was 
issued; and intercountr^' training work- 
shops on prevention and treatment of 
poisonings and on chemical safety were 
oTgvinized. Together with WMO and 
UNEP, WHO IS studying the health 
impact of osone layer depletion and 
analysing the potential health impact of 
global climate change. 

As part of efforts for strengthening 
of national managerial capabilities 
WHO is providing support to enable 26 
countries in greatest need to formulate 
and implement health reform policies, 
draw up plans for correcting inequities, 
improve the financing and management 
of health systeu^, mobilize resources and 
make more effective use of external funds, 
WHO coordinates aid for strategic 
health reform and facilitates the process 
in individual countries- For instance 
support was provided to Mozambique, 
Nepal, Sierra Leone and Vict Nam in 
dealing with health ecoiiomics and f i- 
nancing; to Zambia in setting up health 
refonn teams and designing methodoh 
ogy; and to Bolivia, Guatemala and 
Guinea-Bissau in strengthening district 
health systems. 

WHO'^ EUROHEALTH pro^ 
gramme, set up in 1991, is a blueprint 
far use by countries in mobilising the 
internal and external resources needed 
to redesign their health systems. An 
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external evaluation of the programme 
showed that it has been succesi;!'!.!! in 
supporting countries in need. Helpini> 
countries to prepare a framework for 
international collaboration alon^ the 
hnes of health for all is now considered 
more important than ever. 

By the end of 1994 WHO was 
present in all the niw independent 
states with 21 WHO liaison offices in 
operation. Support was provided tor 
hmd-raising, health care reform, pro- 
curement of pharmaceuticals and vac- 
cines, and itnplemcntatioti of 
programmei) in such areas as immuniza- 
tion and materniil and child health in- 
eluding family planning and 
breast-feeding. Mediuni-tcrm collabora- 
tion pro gram Tues were prepared for new 
independent states and for Israel, Malta 
and Turkey. An expi^rt network on 
health care financing strategics placed 
specialized knowledge at the disp<is^il cf 
new independent states and influenced 
the direction of their reforms and health 
legislation. A WHO advisory group 
on health earc reforms in Europe was 
set up. 

WHO works with bilateral agencies, 
other United Nations bodices and NGOs 
in developing national drug policy 
frameworks and collaborates witb 
55 countries on such que^jtions as drug 
selection, legislation, manufacture and 
(Quality assurance- National drug policies 
were formulated in Egypt and Yemen 
and existing policies reviewed in Sudan 
and Tunisia, WHO promotes North- 
South transfer of drtig production tech- 
nology as well as quality assurance and 
^ood matiufactiinni^ practices, particu- 
larly in A frica and South -East Asia. 
A list of life -saving drugs was prepared 
aaid is proving valuable in new indepen- 
dent s rates which have suffered acute 
shortages. 

Pol icy -related operational research 
projects are hein^ implemented on the 
financing, management and rational use 
of drugs and vac cities, and studies con- 
tinue on the impact of the private sec- 
tor on drtig supply, and on measures Lo 
stimulate the availability of generic es- 
sential drugs. Findings were dissemi- 
nated through universities^ networks 



and publications. Guidelines, tools and 
training materials were distributed on 
such topics as policy and management, 
supply and logistics, quality assurance 
and rational drug use. 

WHO facilitates access to a number 
of databases through WHO C jopher. 
World Wide Web and Telnet. These 
contain information on WHO and its 
programmes, press releases and specific 
technical data on such subjects as com- 
municable diseases and HIV/AIDS. 
Through the Internet facility WHO has 
established several bulletin boards on 
hei^lth technology, tools for health re- 
search and nursing ia the list centur^^ 
among others. An international elec- 
tronic bulletin board capability for dis- 
cussing health futures was set up. A 
WHO information centre for health was 
opened in Kyrgyzstau to serve the cen- 
tral Asian reptibUcs. 

In collaboration with Member 
States WHO completed the monitoring 
of progress towards health for all by the 
year 2000 and prepared a third report 
on the findings for submission to the 
WHOgovcrnin^^ bodies in 1995. Coun- 
try health profiles as well as computer- 
ised regional and global he a 1th -for- all 
databases were updated. Support was 
given to over 30 countries in preparing 
national language versions of the tenth 
revision of the Intert\ational Classifica- 
tion of Diseases (lCD-10) and in imple- 
menting the revised classification, 
particularly by providing guidelines and 
organizing training courses- 

WHO has launched a new health 
futures research initiative for cxploritrg 
probable, possible and preferable futures 
in relation to such issues ag the health 
trends expected in the next millennium 
and the probable itnpact on health of 
technologies that are likely to emerge 
during the next decade. Some of the 
methods were considered at a 1993 
WHO consultation on health futures 
methodology^ and results are now being 
assessed in countries for their relev^ance 
and feasibility. Findings are shared 
through a network of over 300 experts 
on health monitoring, evaluation and 
hitures studies. 



A list of life-saving drugs has 
been prepared and is proving 
valuable in new independent 
states which have suffered 
acute shortages. 
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The continuing crisis of 
development in Africa is one 
of tt)e greatest cliQllenges 
facing tlie United Mons 
system and file entire 
international comnjunity. 



Periodically WHO assesses the glo- 
bal health situatLoii and trends for some 
priority diseases and c<^nditic>ns and dis- 
seminates the findings throii^^li publica- 
tic OS, for instance dealing with ihe 
woT\d health situation and projections. 
Following a decision by the WHO Ex-- 
ccutive Bosrd iti 1994 concerning the 
recommcLidations of its working group 
01^ the WI lO response to global chanj^e, 
steps were taken to make annual dsscss-^ 
iiiei\ts of global health status and trends 
and to issue the findings as IroiTi 1995, 
The present publieatiotii The World 
Hedih Report 1995 - bridgin^^ the gaps, 
was prepared in response to that deci- 
sion. 

Coafdinatiott 

Wl lO s coordinvitifjii activities it^volvc 
siipiiort to sessions of the WHO g<.>vera- 
ing bodies, partnership with other 
United Nations organizations, interna- 
tional development agencies and 
NGOs, mobs li^^lt ion of external re- 
sources, emergency relief operations, 
food aid and public relations. Highlights 
□f who's collabomtiotY with interna- 
tional and regional development agen- 
cies yre given below. 

The continuing crisis of develop- 
ment in Africa was recognized as one of 
the greatest challenges facing the 
United Ndtwrns i^ystsm and the entire 
international eotmnunit^^ WtlO's ma- 
jor input was channelled through hu- 
manitarian programmes coordinated by 
the United Nations Department of Hu- 
nianitarian Affairs and funded from eon- 
so lid a ted appeals as well fis the Central 
Etnergency Revolving Fund (CERF). 
Appetils for financing he.ilth work were 
usually less well supported than other 
components, but WMO continued to 
stress the strong interrelationship be- 
tween all aspects of htimanitarian activi- 
ties and the importance of linking 
emergency relief to reconstruction and 
development. 

The growing awareness among 
Member States of the need to improve 
health care delivery systems, and a nO' 
table interest on the part of the World 



Bank to promote improvements in the 
social sector, provided a timely oppc^r- 
tunity to forge closer links between 
WHO, the Bank and governments. 

Joint collaboration with UNICEF 
focused on the 2 1 goals related to the 
health of women and children in the 
plan of action adopted at the 1990 
World Summit for Children. The 
UNICEF/WHO Jtiint Committee on 
Health Policy reviewed pro^^ress with 
respect to the mid -decade summit goals 
(1995). 

WHO eot:penites with FAO in help- 
ing countries to consolidate their na- 
tional pkns of action for nutrition, as 
recommended in the 1992 World Dec- 
laration and Plan of Action for Nutri- 
tion. Joint meetings were organized in 
three regions and plans made to hold 
similar meetings m two futther regions 
in early 1995. 

The greater emphasis given to the 
social sector by the five United Illations 
regional commissmns provided an op- 
portunity for WHO to reinforce its re- 
lations with these organizations and to 
strengthen coordination of its work with 
other United Nations bodies. WHO 
collaborated with the Economic and 
Social Commission for Asia and the 
Pacific on such subjects as envir[>i\ment 
and sustainable development , HIV/ 
AIDS J preventable diseases, disability 
and population. 

Cooperation with the Ct>ttunLSsion 
of the European VnUm on emerj^eney 
and huinanitariun assistance to the 
countries of fotmcr Yugoslavia was in- 
tensified, with about one-third of the 
resources available for WHO acrivities 
coming from the commissioHt The 
Council of Ministets held two scssiotis 
on the huropean Union's ''health in de- 
velopment" policies. 

Together with the Organization of 
African Unity and othet institutions, 
WHO pursued the priority objeetive of 
support itTg AtricLm recovery and devel- 
opment. It assisted OAU in formulat- 
ing a draft health protocol for the treaty 
establishing the African Economic 
Community (the Abuja treaty of 1991 ), 
which will provide a framework for 
health ^ind development in Africa as a 
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whole* Other siibjecLs of collaboration 
with OAU included a declamtion on 
AIDS and the child in Africa^ control 
of malaria; and a common position on 
disaster reductinn in Africa. 

In recent ycar<; WHO has signifi- 
cantly strengthened irs cullaburation 
with five major regional development 
banks: the African Development Bank, 
the Asian Deveh^pinent Bank, the 
European. Bank for Reconstruction and 
Development, the Inter-Ainerican 
Development Bank and the Tslamie 
l!)evelopment Bank The banks are giv- 
ijxg hi^^her priority to the social sector 
including health and environmental 
protection. WHO seeks to provide lead- 
ership m health ensure its incltision 
on the agenda of the^ie institutions. 

WHO collaborates on an ad hoc 
basis with a broad range of nongoverri' 
mental organizatwns. Formal relations 
may be established in cases where long- 
standing and mutually beneficial activi- 
ties have grown up. In 1 994 the number 
of international NGOs in official rela- 
tions with WbiO reached 184 with the 
admission of the International CominiK- 
si on on Non- ionizing Radiation Protec- 
tion, the Intematiotial Consultarion on 
Urological Diseases^ the hiternational 
Council for Control of Iodine Defi- 
ciency Disorders, the Interna tiotial Oc- 
cupationai tlygiene Assoc iation^ the 
International Society for Preventive 
Oncology and the International Soci- 
ety of Surgery. With such partners WHO 
on the one hand reaches out to put iO' 
dized salt on a family table, alert gov^- 
ernmetits and occupational groups to 
the need for adequate health protection 
and promotion and ensures that the 
surgeon's skill is kept properly honed j 
and on the other serves as a global clear- 
inghouse for exchange of vast amourit^^ 
of experience and data. 

Tlie main ohjecrive of Wl iO's emer- 
gency relief pro^armne ii to strengthen 
the national capacity of Member States 
to lessen the adverse heahh cotise' 
quences of cmcri^cncies and disasters. 
Activities include the provision of emer- 
gency drugs and supplies, the fielding of 
technical emergency assessment mis- 
sions and technical support. Emergency 



preparedness focus t^s on coordination, 
policy-making, awareness-building, 
technical advice, training, publication 
of standards and guidelines, and re- 
seatch. 

In 1994 WHO provided technical 
expertise and emergency metlieal sup- 
plies to cope with major natuml or man- 
made disasters in Afghanistan, Angola^ 
Btirundi, Iraq, Sonialia and Sudan, in 
former Yuj^oslavia and in some new in- 
dependent states. Following otithreaks 
of cholera, meningitis and malaria in 
Africa, Europe and Latin America, 
WHO helped to mobilize international 
assistance and support for prevention 
and control. 

From the vety onset of the crisis in 
Rwanda, WtiO assisted in assc.-^sing the 
8iti]£!tion and the cmcif^ency needs aris- 
ing from it, in cloiie association with the 
United Nations Depattment of Hu- 
manitarian Affaits. The cooperation 
grew steadily from April 1994 onwards 
and WtiO is now responsible for pro- 
viding the required coordination in the 
health sector, among other things in 
carder to link the initial emergency re- 
spon.>e to rehabilitation and reconstruct 
cEon of the health infrastructure 
throuj^hout the country', 

WHO took parr in 10 joint missions 
with WFP concerned with the use of 
food aid in support of human resources 
development. The Organization's rec- 
ommendations on prevention of disease 
and monitoring of disease ttends were 
applied in food^for-wotk projects. 

Publishing, ianguage and 
library services 

Countries throughout the world call on 
WHO for up-to-date, reliable and au- 
thoritative health information. For all 
of thetn^ the overridinj^ concern is how 
to obtain the riyht information at the 
right time widi limited rer^ources. Elec- 
tronic netwotks and other modetn in- 
formation technology help to provide 
new ways of doing this. WHO publishes 
and distributes books and guidelines on 
priority health issues, translates essen- 
tial technical and administrative texts. 



The main objective of WHO's 
emergency relief pmgramme 
is to strengthen the notional 
copacity of Member States to 
bssen the adverse healih 
consequences of emergencies 
and disasters. 
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for many health workers in 
developing countries WHO 
materials are often the only 
source of reliable information 
on cnicial aspects of 
diseose control 



^ The tfiemes of iiSiss in 1 994 mfB m\ healtli; mentDl heoltti; 
population; home (are; medians of lomorrow; poverty 
(ind hdth. 



and increases worldwide access to health 
informatLon throuj^h libraries and health 
literature networks. For iiVLmy health 
workersi in developing coLintries, WHO 
materials are often the only sonrce of 
reliable information on crucitil aspects 
of disej^se control. For mostj it is their 
only contact with an Organization 
which is there to serv^c rhcni. Feedback, 
especially from developing coumrics, 
j>ho\vs that much of the material, espe- 
cially from World hedtk^i\]M^ World health 
forum, is widely used and rcpnjduced. 
The combined rc Eldership for these two 
journals md the BuiUdn of ihe World 
HeaitK Oro^aniz^uon is estimated at 
700 000. The network of sales at^ents 
and clients on account now covers over 
1 00 countries ^md annufil revenue from 
s'dics of WHO publications has reached 
nearly $4 mdlion. This revenue is used 
to finance the furiher circulation of 
WHO books and periodicals to Lhe ex- 
tent that 80% are distributed free of 
charge. 

General administration 

Largely because of the economic climate 
that has prevailed over the last decade, 
and a zero or negative growth budget in 
real terms, a particuKu a nicem has been 
to achieve c<ist savings and cost avoid- 
ance. Rearing in mind the need to limit 
adverse effects on the Organization's 
programmes, operations arc being 
streamlined and improved, particularly 
in the areas of new techuolo^y (e.^. in- 
troduction of electronic mail facilities, 
computerizati{>n of records manage- 
ment, preparation of inventories of 
office equipment); contracting out (e.g. 
grounds maintenance, night security, 
cleaning); downsizing i^-^- reduction in 
the frequency of mail distribution); and 
redistribution of resources (e.g. a shift 
from administrative to field staff to pro-^ 
vide humanitarian assistance). Efforts 
will continue to identify all possible 
cost-saving measures while ensuring an 
acceptable level and quality oi service. 

Following a reduction in staff 
at WHO headquarters since 1992, a 



rationalisation of procedures in the 
Organisation's supply services has been 
Linderrakcn. The greater part oi WHO's 
Lur freight, operations have been con- 
tracted out. Although the volume of 
procurement and the number of ship- 
ments have increased, because of grow- 
ing WHO involvement in emergency 
relief operations, it has been possible to 
cope with the additional work with a 
reduced staff thanks to structural 
changes and improved logistics. Timely 
arriv^al of consignments at places which 
are difficult to access or subject to sanc- 
tion regulations has been ensured. The 
standardization of supplies, the deveb 
opment of medical kits and bulk pur^ 
chasing agreements with suppliers have 
all led to savings of several million V^. 
dollars each yean WHO's performance 
in providing good quality emergency 
supplies at competitive cost has encour 
aged more donors to entrust the Orga- 
nization with funds. Supply services for 
relief operations increased during the 
last two years from less than 10% to ah 
mosi 20% of the total 

Since 1992 shortfalls in payment of 
contributions have affected the Organ- 
ization's situation as regards finance. 
Programme delivery has been ensured 
by reallocating resources to priority ac- 
tivities and stressing value tor money. 
Improvements in productivity through 
the use of microcomputers w^ere particu- 
larly stt iking in the Western Pacific. 

Emphasis in recruitment of person" 
ml has been given to increasing the pro- 
portion of women in posts in the 
professional and higher- gmdcd cate^t)- 
ries and enhancing the international 
character of the staff by recmiting from 
undcrrcpresented countries through 
active prospection. The nutDber of 
adequately represented countries 
increased from 99 in January 1992 to 
109 in September 1994- The number 
of women in the professional and 
higher- graded categories increased 
from 382 in September 1992 to 405 in 
September 1994. 
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Reghttaf highlights^ 
Africa 

With the return of South Africa and the 
affihation of a new stare, Eritrea, the 
African region now comprises 46 coun- 
tries. Africa has 29 of the world's 47 least 
developed countries. The rcmainiag 
17 Memher States are all developing 
countries. 

Access to health care is generally 
poor, Tlie reginn lacks human resource.^ 
for hcalthi and there has been a con- 
stant brill n drain which is heirifj exacer- 
hated by the severe economic recession 
in most Member States. Health infra- 
structures remain underfunded and 
poorly managed; coverage, while show- 
ing a steady increase, remains inad- 
equate. Referral facilities are poorly 
sjtdffcd and ill- equipped, and neonatal 
care is often lacking. All the countries 
of the region have adopted the essen- 
tial dru^s strategy and the majority have 
their own essential drugs list. I lowcvcr, 
because of weak purchasing power, rhere 
is a constant sbort^ige of standard drugs 
in the health services. 

Per capita expenditure on health is 
on the whole very low in African coun- 
tries, ranging from $3.5 to a maximum 
of $29C- The popidation growth rate of 
sub Saharan Africa hetween 1950 and 
1990 was between 2,2% and 33%, re- 
sulting in an increase from 170 million 
to 500 million in that period. Women 
have an average of 6 childrenj 45% of 
the population are under age I 5, L4nd 
elderly people of 60 years and above 
constitute about S% of the total. 

Maternal mortahty rates are unac- 
ceptably high, ranging from 62 to 1 000 
per 100 OOO live hirths. Most women go 
through childbirth without the benefit 
of trained assistance. 

Although iTiore progress in water 
supply and sanitation occurred in 
Africa durin£> the international water 
supply and sanitation decade than in any 
other comparable period^ to date 52% 
of the population still lack safe water and 
68% are without proper sanitation. 
There is evidence rhat 50 million pre- 



school children suffer from protein- 
energy malnutrition. Of the 46 capital 
cities in the region 19 have recently ex- 
perienced civic unrest, seriously disrupt- 
ing health services. Peace and security 
are needed if progress is to be made. 

Between 1980 jnd 1993 the urban 
population increased at the rate of 5% 
annually, and the number of city dwell- 
ers rose from 83 to 162 million. The 
obvioLis result is that municipal authori-^ 
ties cannot adequately meet basic needs 
in housing, education, health, water sup- 
ply and waste disposal. 

In recent years there have been 
growling tiumbers of emergencies asso-^ 
ciated with natural and man-^madc di- 
sasters, ethnic conflicts and a 
de t e r ior a t Lug socioeconomic en v iron 
ment. In 1993 close to 1 6 million Afri- 
cans were refugees or dliiplaccd with 
attendant health problems including 
disease outbreaks and malnutrition; 1 
million of those suffered severe malnu- 
trition. 

Two major initiatives have been 
launched in the rej:5ion - the "district 
health-for-all" package and "Africa 
2 OOO", designed tu sensitize the inter- 
natitmal community to the need for ad- 
equate water supplies and sanitation. 

Tl\e polio-free zone in eastern and 
.southern Africa is expanding, and con- 
siderable progress has been made to- 
wards che elimination of leprosy and 
dracunculiasis- For many countriesi 
h<mever, falling immunization coverage 
in the past chree years has resulted in 
increases in the incidence of several dis- 
eases. Epidemics of yellow^ fever, men- 
ingitis, cholera and bacillary dysentery 
have not abated. 

Policies, strategies and financial ini- 
tiatives for primary health care have 
been accepted in principle by Member 
States, but they are often difficult to 
implement. Experience has shown that 
the key to success lies essentially in good 
district health management and welh 
defined priorities. 




Algeria 


ftfttfdognscar 


Angola 


Mm 


Benin 


M 


Botswofio 


Majrittinia 


Burkinci Faso 


.Irtouritius 


Burundi 


Mozofnljique 


Ctifreroon 


Namibic 


Cape Verde 


Niger 


Central African Republic 


Nigeria 


Chad 


Rwondo 


Comoros 


Sdo Tome and Ptincipe 


Congo 


S&fiegnl 


Cotu divoire 


Seychelles 


EquQtorinl Guineo 


Srerrc Leone 


Eritrea 


Soutti Africa 


Ethiopia 


Sw/aziland 


[lobon 


Togo 


Gambia 


Uganda 


Ghana 


United Republic of 


Guiieo 


Tanzania 


Guinea-Bisson 


iGire 


Kenya 


lombia 


Lesoltio 


Zimbabwe 


Liberia 





^ [he six WHO regions vary widely' in size, sodoeconomic devel- 
oprrent, epfdemiological chorotrefistici, ciilnjr& and iiistury. 
However, w^hin eoth of tfe regions, similar patterns of heoltli 
deveicpmfifitond largely tfig some health concerns or& Dbservel 
Highlights are presonted in the fDllowing pages. 
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Americas 

TKe regi.on of the Atnericas is charac- 
terised by great mequiriUties. Tlic lucome 
□f the richest 20% of the popiiUitiun is 
28 time^ greater than rhi^it of the poor- 
est 2C%- In Latin Amcric^i and the C^ar-^ 
ihhean 46% of the population live in 
poverty and half of those, or 100 mih 
lion people, have no access to either 
privc^te or pubhc ba?!iic health care. Yet 
almost every where s all age pioups and 
both sexes have experienced steadily 
declining death rates over the last 4C 
years. 

Within countries, however^ eons id- 
arable differentials exist. In line with 
social and economic inequalities^ health 
systems have tended to eoncenrrate on 
district and specialist hospitals, provid- 
ing care to certain social groups and 
neglecting vast set^ments of the popular 
tion, especially the p<x>r. 

Urban poptilations arc growing rap- 
idly, ereatmg serious social, health and. 
environmental problems. Environmen-^ 
cal and health care deficiencies were 
harshly illustrated by the cholera epi- 
dcmic in 1991, Urban and domestic vio- 
lence is another press int^ public health 
concern in tbe major cities of the region. 

The WHO regional strategy sets our 
five priority areas fur action in 1995- 
3 998. The first is concerned with health 
in development, with particular atten- 
tion to policy definition and sectoral re- 
form. The second is strengthening of 
health systems and services, with em- 
phasis on decentralisation and local 
health systems. He a hh promotion is the 
tKird priority area, focusing on healthy 
public policies, living conditions, 
lifestyleti, food and nutrition, and the 
mount Id g problem of violence. The 



fourth priority area is environmerrtal 
health, especially the provision of ad- 
equate drinking-water and sanitation. 
The fifth is control and prevention of 
diseases, including HIV/AIDS. The re- 
gion has already been declared free of 
poliomyelitis, and the elimination of 
tTiefisles, tetanus and foot-and-mouth 
disease is within reach. 

Public health action is targeted to- 
wards specific f^roups such as the elderly 
and the marginalized poor. Over 400 
centres disseminate scientific and tech- 
nical information as parr of a network 
coordinated by the Regional Library of 
Medicine in Sao Fault) (Brazil). Over 
1 2% of the total resources available are 
allocated to research and especially the 
imprciveiTient of researcl^ capacity and 
training. 

The regional prt)j^ramme on bio- 
ethics was formally est^iblished in 1994, 
covering the three main areas of public 
health and health policy; he^^lth care 
particularly in the clinical field; and re- 
search and trainini^ of researchers. The 
scope of cooperation activities has been 
clearly defined. Countries remain the 
sole point of reference and the basis for 
the Organization's action. Human, fi- 
nancial, scientific, institutional, moral 
and political resources are mobiUzed in 
several ways with cooperation between 
countries. Strategic alliances have been 
set up with multinational financing bod- 
ies (which spend over $4 billion per year 
in support of health aetivities in the 
Americas), with the United Narions 
and inter- American institutions, with 
bilateral donors and NGOs. 
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[astern Mediterranean 



MembLr States of ihe region share many 
common features in terms of ethnic 
compOMtion, langLtage, religion, politi-' 
cal tradition, .social values and customs. 
Mcnce matiy aspects of socii^l behaviour 
and mores aiffecting the health of indi- 
vidual;^ and commLinities follow similar 
patterns- The mosc commonly spoken 
language is Arabic, and the most wide- 
spread religion is Islam. 

At the same l ime 'a wide variety of 
pohtical institutions exist and countries 
vary considerably in their socioeco- 
nomic development. At one end of the 
spectrum are the politically stable and 
rich countries with steady, weli-coordi- 
nated socioeconomic development; in 
the middle of tlie spectrum are stable hut 
less rich countries that have hcen able 
to sustain reasonable socioeconomic 
advancement; and at the (nher end 
there are poorly-endcwed and less stable 
coun cries, hi these the unsettled politi- 
cal situation, ideological differences, and 
chronic levels of aniied conflict and civil 
striie severely hamper n^irional develop- 
ment. Similarly, rising military expen-^ 
dituie in a nuniher of countries against 
a hack ground of economic recession 
does not m^ikc for smocjth .md unfet- 
tered pro^jtess. 

The impact of inflation and unem- 
ployment as well as the continuing de- 
crease In per capita GNF (from $1 375 
m 1983 to $1 162 in 1992) has seriously 
affected the living standards and health 
status of mosr people ^ particularly in the 
less developed Member States, The to- 
tal population, about 194 miillon in 
1970, had soared to 298 million by 1 984- 
1985, with an average annual net rate 
of increase of about 3%, 

An epidemiological transition is tak- 
ing place in the region, with life expect- 
ancy at birth gain in 7 years during the 
last decade, lar^^ely due to decreases in 
infant and childhood mortiil ity. 



Ctn erage with local health services 
has reached fairly high levels, the re- 
gional average being 82%. But the pic- 
ture varies greatly. Only about half of 
pregnant women arc attended by trained 
personnel during pregnancy and child- 
birth, and there has bt^eii a slight dovv n- 
ward trend during the lasr few years. 
Great efforts will he made to reverse it. 

In 1993 most countries maintained 
high levels of immunisation of childteiii 
against vaccine-'prevcntable Jiseasci^, 
and of pregnant women agaiinst tetanu?^. 
There is clear evidence of significant 
decreases in these diseases, particularly 
poliomyelitis. There are iilready two 
polio-free zones in rhe region which 
have had no or few cases for some years. 
The rest of the region, apart from war- 
stricken areas, i!> ffjUowing suit. 

Countries are universally committed 
to the cause of health, as witnessed by 
the itnmunization carried out in 
Afghanistan in 1994 The warring fac- 
tions allowed immunization teams and 
centres to work in peace and security, 
leading to hope of a more dtuable and 
all-encompassing peace. On another 
positive note, the Palestine Health 
Authority started its worl: in the self- 
ruicd territories. Member States have 
been called on to provide material 
and personnel support, in additit>ri to 
the 1 % of the regional budget approved 
for F'alestine, 

Several technical guidelines and 
manuals covering important areas of 
hiboratory and blood transftision medi- 
ciire have been produced and a number 
translated into several languages. Efforts 
continue towards regional self-suffi- 
ciency in quahty assuraiicc. 
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Europe 

The last few years have witnessed an 
unprecedented geopolitical tn^nsforina'- 
tion in the European rcgk>n. Tlie disso- 
lution of the USSR fitid Yugoslavia 
resulted in the creation of 20 new Meoi- 
ber States. The transition from cen- 
tral ly-^phmiied to niLirket economies in 
those countries, with a desire for funda- 
mental socioeconomic changes, stimu-^ 
lared a search for new forms of 
□r^jynizationi financii^g and service pn> 
visioa in the health sector 

In most of the eastern part: of the 
region the economic situation has be- 
come very critical, v^^ith serious impli- 
cation's lV>r health care. In 3 countries, 
for example, health persotunel were not 
paid for six months. Armed conflicts 
continue to rage in 9 cotmrrics. Infec- 
tious disease? are on the rise. Polio inci- 
dence has continued to decline, 
however, in spite of sometimes reduced 
coverage. A diphthcrijA epidemic is in 
progress - with some 45 OOO cases regis- 
tered in 9 countries in 1 994. Cholen^ 
affected 27 countries. 

WT^O action during the year 
centred on humanitarian assistrince to 
coimtrics affected by armed conflicts; 
promotion of the health- for- all policy; 
improvement of health care; encourage- 
ment of healthy lifestyles; and srren^th- 
eninf^ of environmental health. 

Humanitarian assistance has been 
directed particularly to countries of 
former Yu^^oslavia, with funding frotn. 
volunrary contributions. Attention is 
given to war victims with somatic and 
mental health problems. Support is also 
given to setting up nutrition and health 
surveillance, guiding healtbicare reform 
and planning the reconstruction of 
health services* Cooperation among the 
medical dissociations of countries of 
former Yugoslavia is fostered, and WHO 
has taken the lead among United 
Nations agencies concerned with pub- 
lic health and cciordinates the work of 



NGOs. Assistance was also provided 
during contlicts in Armcniaj Azerl^ijan, 
Georgia and Tajikistan. 

In all countries strong emphasis is 
placed on promoting health for all, 
through the region's interactive net- 
works such as healthy cities and the 
health promoting schools project, now 
reaching 2 000 institutions. Tobacco use 
rcmiiins a particular concern as interna- 
tiot\al tobacco companies arc cngi^ged 
in aggressive marketing in central and 
eastern Europe ai\d former USSR. 

Because of the resurgence of infec- 
tious d is cashes, resources have been real- 
located and specific measures taken. In 
cooperation with the Eastern Mediter- 
ranean regi(;n, a coordinated vaccina- 
tion programme involving special 
vaccination days was carried out in 18 
countries. A consortium of three major 
donors and UNICEF was :>eL up to pro- 
vide vaccines for ail the countries of 
former USSR. Finally additional re- 
sources have been made available to 
combat HIV/ AIDS in central and east- 
ern Europe, In gcnerLiL considerable ef- 
forts have been made at resource 
mobilization, resulting in a trebling of 
v(7luntary contributions over the next 
six years. 

The European health -for- all targets, 
revised in 1991 , provided a solid policy 
basis for subsequent reforms. Member 
States have decided that WHO should 
concentrate on the countries in giear- 
est need, i.e. those in central and east- 
em Europe and ft.>nneT USSRt There is 
broad agreement that WHO's special 
mandate must be to change Europe's 
approach to health development, 
ihrough catalytic action, innovation 
and leader ship. In an effort to do this, 
reforms \vcre made in regional inanage- 
ment, and sharper target priorities 
established. 
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Sooth-East Asia 



The region h'd^ a hcter{;)getieou.s popu- 
lation amounting to n quarter of the 
world tocal. Most Member States de- 
pend on agriculture, but are incrc?i.singly 
taming to industrializatiotL. Socioeco- 
nomic development plans stress im- 
ptovtjd agricultural productivity, 
creation of employment, upgrading of 
skills, greater participfitiori of both 
women and men in the development 
process, alleviation i:>f poverty and pro- 
vision of shelter all in a spirit of social 
jiistict^ and equity. 

During the last decade national 
ectmomics have been hurt hy poUtLcal 
uncertainty military conflicts and natu- 
ral disasters such us flood s, earthquakes 
and drought. Instability in the Middle 
East and rising oU prices have also had 
adverse effects . In spite of this, fonr of 
the largest ootintries in the region have 
recorded satisfactory' economic growdi. 
The region accounts for almost half of 
the world's poot, despite efforts ro curb 
rapid population j^rowth which is^ a pri- 
mary contributing factor. There are a 
m ul t i tudc of en v i r Oil LTient a 1 h e a 1 1 h ha 
ards such as contnminated drinking- 
water, industrial atid agricultural w;i5te^ 
air pollution, tioise and pesticide poison- 
ing. 

There has been by a slow decline in 
mortality generally. The incidence of 
low birth weight is decreasing, with 
some countries reaching the global 
target of at least 90% of newborns 
weighing oo less than 2S kg. Women's 
health is in matter of serious concern ^ es- 
pecially in Bangladesh, Bhutan, India 
and Nepal, 

Respiratory diseases, diseases of the 
digestive system, malatia, tetanus, diph- 
theria, tuberculosis And leprosy are the 



major causes of illness and death. The 
number of reported polio cases fell from 
9 150 hi 1992 to 4 520 in 1993. The 
Democratic People's Republic of Korea 
and Maldives have not te ported any 
cases in the last four yeats. More recently 
cardiovascular disccises, cancer and 
other noncommurLicablc diseases have 
begun to rank us mrijor causes of death 
in countries witli the highest life expect- 
ancies, such as rhc Democratic People s 
Republic of Kotea, Sri Lanka and 
Thailund. 

Primary health care as the key ap- 
proach to health development has been 
fully understood and ficccpted by all 
Member States, and substantial progress 
has been made in developing health care 
systems. However, curative care still pre-^ 
dominates. Health workers at the first 
level arc not adequately trained and 
some supervisors lack skills and moti- 
vation. A number oi countries are 
launching adminisrrative and organiza- 
tional reforms in order to facilitate de- 
centralization and local planning and 
encourage involvement ?»nd mobiliza- 
tion of communities in liealth develop- 
ment. Substantial ptogress is being made 
in health education of the public in the 
face of severe ct^nstraints such as low 
literacy levels, poor outreach of media 
and low status of women. Member Srates 
have agreed that no sint^le country can 
stand alone in dealing with health 
problems such as HiV/AlDS, and have 
underlined the iuiportance of com- 
mon approaches and increased rei^ional 
cooperation. 
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Western Pacifk 

The We^itern Pacific rc^^ion bus 2^ 
Member countries, with a total popula- 
tion of more than 1 .5 billion. The re- 
gioi^ '\s remarkable for its heterogeneity: 
oric country has 12 billion inhabitants 
aad is the most populated in the world 
- others are small atolb with or\ly 2 000 
inhabitants. Some produce goods and 
services for nearly every country in the 
wotld - others depend to y large extent 
on external support. 

Basically the political situation is 
stable, witli growing co 11 tib oration 
among countrie?s t.hnt have common 
goah. The region as a whole is charac- 
tori zed by continuin^^ economic ^owth, 
although this is rarely accompanied by 
structural adjustments to correct imbal- 
ances in income distribution. Tlie most 
significant features of demographic 
change are urbanization, aginf^ and over- 
all population growth. Rapid economic 
and social development has allowed the 
building of a comprehensive basic in- 
frastructure and the ^ittainmcnt of rela-- 
tively high educational levels. 

Countries can be grouped in three 
clusters according to inain causes of 
death. In the developed countries 
lifestyle-associated conditions such as 
cardiovascular disease ^ stroke, cancer 
and accidents predominate. The gap 
between these and infect ions diseases is 
rapidly narrowing in a second grotip of 
count ties H In a third group communi- 
cable diseases and malnutrition prevail, 
associated with severe econoinic diffi- 
culties. Virtually all Member States, 
however, report a rise in the prevalence 
of none oiTimuni cable diseases. 

The tct^ion has six priority areas for 
action: development of human resources 
forbcalthi environmental health; eradi- 



cation and control of selected diseases; 
ejccbange of information and experi- 
ence; health promotion; and stren^'cb- 
enuig of tiiana^emenr. 

The national immunization days 
held in Cambodia, China, Lao People's 
Democratic Republic^ Philippines and 
Viet Nam are recent examples of 
multisectoral and multidisciplinary 
approaches to mobilize different sej2- 
ments of society for common actiori. In 
December 1993 China cL^rried out the 
larj^est-ever immunization campaign, 
reaching over 100 million children in a 
single day. Success has been achieved 
in the eradication of poliomyelitis, with 
the number of confirmed new cases fall- 
ing to approximately i 15C in 1993, 
compared with 5 963 in 1990, Prospects 
of having zero cases in the region by the 
end ni 1995 are good. Progrcs^s towards 
the elitni nation of leprosy as a public 
health problem is likewise cticouraging. 
Malaria continues to be a major prob- 
lem for 9 ctjuntries, 8 of which have pro- 
duced comprehensive plans of Eiction. 
HIV/ A IDS is emerging as a iiiaj or health 
conccrti in the region. 

Ill general, knowledge is available to 
prevent or cure many health problems, 
but much is till remains to be done to 
ensure that it is used to good etfecr. 
Cx)un tries in the rej-ion are developing 
rapidly but economic pro^^rcss in itself 
does not necessarily lead to improved 
health. A document, "New horizons in 
health'^ has been produced providing a 
blueprint for health development that 
shifts public health thinking away from 
emphasis on illness towards concern for 
urderlying risk factors and conditions 
conducive to health. 
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Chapters 

Qiarting the hture 



Trends in health 

By the end of the ZOtli centur^\ wc 
coLild be living in a world without 
poliomyelitis, a world without new 
cases of leprosy, a world without deatli.s 
from ncontital tetanus and measleii, a 
world without drLiciincuHa!>is (jruineri- 
worm disease) ► 

■ Measles killed nearly 1 2 mill ion chil- 
dren in 1 993 anid infected more than 
45 million. 

■ Po iiomy cl it i ^ ki 1 led 5 5 00 ch i Idre n in 
1993 and a.s of that year 10 million 
people were disabled* 

■ Leprosy killed 2 4?0 people in j.993 
and infected 600 000, 

■ Neonatal tetanus hilled 560 000 
new-born habi.es in 1993. 

■ Dracunculiasis infected 2 million 
people in 199.1 

In these categories jdcne the tan- 
gible prospect is the saving of more than 
one and a hulf n-rilliori children's livet^. 
But that i?> not all By the end of the 
century matermd mortality could be half 
what it W'-as in 199.3, when more rhan 
500 000 women died in childbirth. 

The wodd at the end of rhe ceniury 
could be one in whtch inf^mi rnortaiity 
rates are no liigher than 50 per 1 000 
live births. At: least 70 countries had 
higher rates dian this in 1993, 

In just six year.s mortality of children 
under age .5 could be no more than 70 
per 1 000. At least 60 countries had 
hif^hcr rate.s than this in 1992. 

We could be living in. a world where 
less than 10% of babies are born with 
low birth weight. In 1990, 17% of ha^ 
hies w^ere bom with low birth vvci^ht. 
For babies born dl the beginning of the 
2kt century life Oipectancy could be 
at least 60 years in ever>^ country of the 



world. In 1993, 50 countries were be- 
low this target. 

In the year 2000 wc could he living 
in a w^orld where ar least 85% of the 
population w^ill he within one hour's dis- 
ranee of medical care. In 1993, about 1 
billion people had no acce.ss to local 
health services within a onediom jour- 
ney. 

We could be living in a world where 
deaths from malaria will he cut by a fifth 
in at least 75% oi^ affected countrie^^i 
where the number of dearhs and new 
infections from tuberculosis will be suh- 
siancially reduced; where the number of 
ncw^ carriers of hepatitis B will fall by 
80% a.s a result of childhood immuni^a- 
Lion; w^here deaths from heart disease in 
pecfple under age 65 will be reduced by 
tJt least 15%; and where all pregnant 
w^omen wilt have proper care* 

The year 2000 could sec a w:'orld 
where malnutriticm in children under 
age 5 will fall by 50%; w-here micron u- 
tricnt deficiencies from vitamin .A and 
iodine will be eliminate lI; w^here the 
prevalence of iron deficiency anaemia 
in wome^n of cbildb earing age will he 
reduced by 33%; and where 85% of the 
population will have access to snfe 
drinking'W^ater and 75%i to sanitary 
facilities. 

These are neither Utopian targets 
nor naive wishes for a perfect w^orld^ 
They are achievable goals - provided the 
world cares enough and the necessan' 
resources are made available {Box I6)r 

Such grounds ati tliere are for opti- 
mism about what can he achieved have 
to be tempered hy a realistic a^sscssment 
of the current situation. There have 
been wLjrIdwide improvernerirs in health 
status and in access to health care, hut 
not all have hcnefifed equally Dcveb 
(jpment has not always advanced health 



The yeof 2000 could see 
0 world where molnutfition 
in children under age 5 
will fall by 50%. 
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or quality of life. Altliough appropriate; calls for greater atr;ention to health pro- 

tct:hnologies have hem devised to pre- motion and protection, not just care. A 

vent or i>olve many of the major health louder voice must be given to the health 

prohlems facLnt? countries, these have consumer^ the patient, with mucli closer 

rarely been available to those who need callahoration between tho-ic who re- 

them most, ceive care and those who provi.de it* 

Recognition of the importance of Much more attention must be paid to 
lifestyles and healthy environment 



Bax 16. Progress towards hBalth f end! by the year 20OO 

Eslimoted globol values for selected indicators related to torgets of WHO's Ninth General Programme of Work [1 996-2001 ) '^^j:^ 
in 1980, 1990 and 2000 (estimates)" -'^'^^ 


Indicator 


1960 




200D 
(estimates) 


Targets 


Healrh status 

Lite expectancy at birth (in years) 
• Global figure ' 
' (Number Of counfries repofting 3 figure of 
60 yesfs or over) . ^ 


61 


64 

m 


'•€7- 

(111) 


. .-V m dM CuUIILf Iccj, lliti dA^JcUldl ILy 

' \ at birth will be 60 years Dr over 


Infant mortality -Q"''^V:\;'' 
■ (p&r 1 000 live births) '.^(^ :.\.{'" V,- 

• Global figure /----^ V--' 

• (Numbef of countries reporting a figure of 
ji/ per 1 uju iive u\n(ih uf uiiuui; 

Vlortality under 5 years perl 000 live births 


82 

{/UJ 

117 


65 
92 




In al! coiintries, infant mortality 
' will be 50 per 1 000 live births 
. '-'^.^ or under •■■:^^^■l^v^^■■'^^^ 


Disease status 

Poliomyeliiis incidence 
Dracunculiasis prevalence (adulis) 
Le p ro sy preva 1 e n ce . ■ ■ - 
Neonatal tetanus incidence " . 
Hepatitis B carriers among children .• 
Tuberculosis deaths . . 
Malaria deaths 


630 000 
12 million 
10.5 million 
1 million 
NA 

2.9 miilion 
1.45 mi Hi on 


116 000 :h 
3.0 million 
5.5 million 
0.5 m'llion 
350rTi!llior! 
2.9 million 
2.25 million 


300 000 'l^ 

negligible 
400 million 

3.5 million .'| 
1.95 million 


; Eradication of poliomyelitis 
\ Eradication of dracuncuiiasis 
. K,' Elimination of leprosy 

Elim ratiori of neonatal tetanus 
K/^ Control of hepatitis B 
; Control of tuberculosis 

Control of malaria 


Health cure cuvera|e {%) 

DPT (third dose) 

Po 1 i ovirus vacc 1 re (ttii rd dose) ■ -"f'; '^^ 
Safe water . ->r.v,. .. 
S^^nilallon 

Delivery ot babies by trained personnel 


52 ^ 

24 
NA 




98.5 
99 
86 

■Hf- 92 

^■.■.^:^^.V: 60 J 


^ Primary health care available 
tovifhole population 


Hedlfi resources'* 

Percentage of GNP expended on health 
Per capital health expenditure {in US$) 


3.2 
111 


3.0 
135 






^ Based on data aval lab ,e in 1092, - '''i " f\ v.''"' 

^ Central government expenditJre only. 

hJA = not applicable; D^T = rtipnttieria/pertus sis/tetanus vaccine; GNF 


= q ros s nat i o nal p r od jct. v':^ ■ 





understanding the determinants of 
health, to easLiring equity in health care 
and service.^, and to improving the qual- 
ity of life. 

All this has to he done knuwint^ that 
substantial increases in the resourcci^ 
allocated to health are unlikely to be 
forthcoming at either national or inter- 
mtional level. Whatever resources are 
made available have therefore to be used 
judiciously to meet high prior ity public 
health needis, whether in developed or 
developing countries. 



Heahh prognosis 



While the world at the etid uf the cen- 
tury may have cause to congratulate it- 
self on advances made in improving 
human health, there is also a likelihood 
it will have to rebuke itself for opporttt- 
nities missed tind problems left 
un tack led. 

Teclmology and human detennina- 
tion will, it is to be hoped, have made 
significant inroads into cettain infec- 
tious diseases. Apart ftom advances 
agaitist poliomyelitis, naeasles, leprosy, 
netJnatal tetanus, dracui^culiasiK and 
niicfo nutrient deficiencies, the develop- 
ment of new vaccines could allow sig- 
nificant proj^ress in the control of 
malaria, schistosomiasis, dengue and 
leishmania;^is as well as various lornis of 
diarrhoea. The first such ptepaiation, 
hepatitis B vaccine produced by DNA 
technology using genetieally altered 
yeast, is t\owin widespread international 
use. The confident prediction is that 
mote vaccines against bacterial and 
parasitic diseases are likely to be devch 
oped in the near future using DNA tech- 
nology rather than conventional means. 
New insecticides Eire likely to he avail- 
able to contr<^>l the vectors of many dis- 
eases, !ind it is possible that genetic 
manipulati<:>ns may be ready for appli- 
cation against .some insect carriers. 

At the moment it is difficult to be 
anything other than pessimistic about 
the spread of HI V/AIDS. The potential 
for an explosive spread of the vims 
throughout the wodd h truly alarming. 
It could undermine the great hopc.'= for 



world prosperity that the emerging ghv 
bal economic recovery promises. Latge- 
scale vaccine trials against HIV will 
begin in the ncRr future, but there is con- 
siderable scientific uncertainty about 
their effectiveness; other protective 
measures must therefore be stressed, 
such as sexual abstinence, mutual mo- 
nogamy with an uninfected partner and 
the use of condoms and other barrier 
methods. An effective, cheap vMricide, 
easily usable by women, would be a 
hi^^hly valuable additional weapon. The 
need for provision of safe blood and 
clean needles to injectinj^ drug users 
must be addressed, in addition, the con- 
ttnuing ptejudice against those with the 
illness must be fcjught. 

The global :5ituation ret^arding non- 
communicable diseases, particularly 
heart disease and cancer, is difficult to 
predict. In the developed world rates of 
heart disefise are falling, albeit slowly 
and from very high k veh in some coun- 
tries. Health ptomotion messages about 
the imponancc of diets low in fat and 
high in fruit and vegetables, more physi- 
cal exercise and smoking cessation are 
all contributing to this fall. 

Although in 1993 circtdatoty dis- 
eases accounted for only 1 1 % of deaths 
in developing countries, the absolute 
number of those killed was more than 
4 2 million, hi developed countries 
deaths st<:)od at 5.4 milliotr, accounting 
for 47% of all mortaliry. Deaths from 
heart disease in developing countrie> 
could be expected s{K>n to outstrip those 
in developed countries with the adop- 
tion of Western -style diets, smoking and 
sedentary lifestyles, and inadequate 
screening services to identify risk fac- 
tors such as high blood pressure. How- 
ever, recent studies of adults in the 
developing world indicate a major de- 
cline in cardiovascular disease mortah 
ity in women and possibly men. Such a 
decline is perplexing and contrary to 
some widely 'held beliefs. Perhaps as 
overall mortality declines, socioeco- 
nomic improvements bring a decrease 
in some unknown critical risk factors, 
which may be of an infectious nature ^ If 
so, the declines in these unknown risk 
factors must he outweighing increases in 



The confident prediction is 
that mofe vaccines against 
bocterial and parasitic 
diseases are likely to 
be developed in the 
near future. 
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smoking and other weU'chsiracterised 
risk factors. Alternatively, improved 
access to health Ccire inay he postpon- 
ing deaths from cardiovascular diseases 
and po.sfiibly other noi^cLimmunicablu 
diseases to after age 60. 

It is already the case that more 
deaths from cancer occur in the devel- 
oping world - some 3.5 million in 1993 
- than in indu stria H zed countries - 



Box 17. Cancer is cctttroilabk ^^^^^^^^^^^^^^^.^^^^^^^^^ , . ^ 

The present anruo^ incidence of 9 million new concer coses o yeor will increase to 1 5 million 
by 201 5 according lo present estimotes. Two^irds of the cases will occur in developing 
countries. 

The science of cancer control now enables us to prevent at least a third of all canters. 
Anottier ttiintl can be curea if diagnased in time. For the remoining group, the incLrable, 
palliative care exists which allows the patient the best possible quality of li"'e. Unfortunately 
many countries lack suitable mechanisms to ppply resecrcli findings and use available re- 
sources in a rational manner. 

Regrettably countries ore spending up to 90% of alreody scarce resources on therapies 
of nnarginal effectiveness, becouse the disease is diagnosed too lute. Yet experience hos 
shown that even in developing countries, which dispose of only c fraction of the total re- 
sources available, cancer control can work. For instance when wonnen have been informed 
about the early symptoms of the disease, they come earlier to see health mjhis, who can 
diagnose most cases using relatively uncomplicated methods. Through this approach the 
proportion of cases diagnosed at an eorly stoge^ when trectment is usually successful, has 
risen considerobly and the proportion of patienlis diagnosed at a later stoge, when treatment 
is usuolly ineffective, has fallen. 

Nationol cancer control progmnimes are the key to success. Four bosic activities are 
essentlol at the outset First, the magnitude of the cancer problem must be established, even 
if the figure is only an estimate in tho absence of reliable data. Second, policies must be 
reviewed and measurable carreer control objectives set, taking into account the major in- 
volvement of nongovernmentcl agencies in this field. Third, differeat strategies must be 
evaluated, and the best and most reolistic selected. Lostty, specific activities must be decided 
upon, including preventive and promotive measures such as health education and regulatory 
action to combat smoking. Programmes must be concentroted at district level to achieve 
satisfactory covemgs. They must include eorly referral for treatment such as rodiotherapy 
with relatively cost-effective cobalt units rather than sophisticoted electronic devices, and 
have a strong focus on palliative care. 

It is important to keep district cancer programmes under constant review to ensure the 
most rational use of resources. This can be done by assessing the effectiveness of different 
activities in terms of various indicoto^: primary prevention, for instance, according to the 
observed reduction in smoking and chewing tobacco; eady refermi according to the prompt- 
ness of presentation of cervicol, oral and breost concers; increased cure rotes according to the 
availability of cobdt machines and the introduction of clear policies on treatment and refer- 
ral; and palliative care according to the provision of ami morphine, the education of care 
givers and the empowerment of families to give home core. ; \ a ;Vr, . > r^ . :^ 



about 2.5 niillion in 1993. Projections 
suggest that by 2000 two- thirds of can- 
cer cases, 10 million as against 5 mih 
li on, will occur in the developing world. 
In developed count ties lifestyle advice?, 
screening services and in some cases 
curative therapy all have the potential 
to reduce mortality. Jn the developing 
world, however^ d^c toll of cancer deaths 
will rise ai3 d reijult of demographic in- 
crcjLsc and an aging population, together 
with rising smoking rates, changing 
lifestyles and inadequate access to pro- 
tective measures f^uch as cervical and 
breast screening and vaccinations 
against hepatitis B. Two-thirds of new 
cases will occur in those cuuntrie^ which 
have the least resources. However, can- 
cer can he controlled through properly- 
fc:>rmulated national cancer control 
programmes {Box 17). 

Other lifestyle diseases arc alto likely 
to add to health costs in the developing 
world. This applies particularly to dia- 
betes, of which there will be an expected 
100 million cases by the year 2000. 

Until the classic infectious diseases, 
particularly thoi?e of childhood, are 
brought under control and the te sources 
devoted to them can be made available 
for other pro E^rammes, develop^ing coun- 
tries will increasingly face the double 
burden of continuiog to cope w ith a 
lej^acy of the traditional diseases of pov- 
erty^ while dealing with a growing num- 
ber of lifestyle diseases. In the 
foreseeable future - say for the next 20 
years at least - this burden wdll sittstan- 
tially increase the health funding needs 
of the least developed countries. 

PmnftBS for the fvtare 

Achieving the goals and tiirgets given 
in who's Ninth General Programme 
uf Work (1996 - 2001) will be much 
c^isict if the world cotnmtinity that ap- 
proved them can also ensure provision 
of the rcsc^jurccs needed to make them a 
reality. Mat\y countries are already near 
the targets or have long since exceeded 
them. In certain areas of public health 
cost -effective tcchnulof^ies^ exist, inter- 
vention strategies have proved effective, 
and organizational and managerial cx- 
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periencc and experiise urc available, 
TKi? following priorities arc thus identi- 
fled for international health action in- 
cluding action by WHO. 

The first priority for the future must 
be to ensure value tor money by refb- 
cusing resources on those who need 
them most; using the available resources 
more efficiently; mobilising additional 
resoiircefi^ expertise and efforts and di- 
recting them to those coLintries (and 
population groups) where the targeits 
have not been readied. In the process, 
the creation of self help environments 
in which the countries can initi^itc and 
sustain development activities should 
also be promoted. Least developed coun- 
tries, particularly those th tit arc low-in- 
cotne and severely indebted (most of 
which are in iiub-Saharan Africa niuat 
be targeted for intensive time- limited 
efforts for international funding and 
technicat support. 

Pmgmatie outcoine-oricnted mea- 
sure,s should be taken in m^ijot areas for 
fiction such as niiitemal and child health 
with adequate family planning services; 
immunization coverage of infants; access 
tc safe drinking-water and sanitation; 
control of malaria; improved nutrition 
and food safety; and innovative action- 
oriented school health curriculums for 
the promotion of hcalrhy lifestyleii, par- 
ticularly as regards sexual issues and 
HIV/ A ins. All of these should be com^ 
bined with measures to strengthen lo- 
cal institutions and human resource 
bases 1 thus ensuring capacity building, 
particularly in skills which are critical 
to the development process. This would 
enable men and women to solve tht?ir 
own problems and establish and sustain 
a ptocess that could akso ensure a 
brighter future for rheir children* 

The second prumty is directly con- 
cerned with poverty reduction. Invest- 
ing in health saves money as well as 
lives. Poverty and ilhhcalth are closely 
interrelated. While poverty prevents a 
person from satisfying the most basic hu- 
man needs (adequate food^ safe water 
and sanitatioHf and access to social ser- 
vices SLich as basic health and educ**- 
tion), ill -health inhibits an individual's 
ability to worlc, reduces earning capac- 
ity and deepens poverty. Health is thus 



a fundamental ingredient of the eco- 
nomic and social prodnctivity of indi- 
viduals and of the comimmity, since 
better health increases labour produc- 
tivity and enhances quality of life. E^oor 
health not only affects the individual - 
it can undenirine a country's ability to 
export its goods, or to attract much- 
needed invesmient. Recent outbreaks of 
cholera in Peru and plague in India did 
far more damage in economic terms 
than the numbers of people affected 
wananted, because of a distorted percep- 
tion of the seventy of the problem. Im- 
proving health is thus a social 
inve.stment that contributes to greater 
natiomil and global stability. 

While human capital formation and 
investment in people are key detenTii- 
nants in achieving socially sustainable 
economic ^^rowth, the major emphasis 
for poverty alleviation should fce on prt>- 
viding opporttmitics for people to earn 
their way out of their diffieulties. This 
is possible only through increased labour 
productivity- Many studies have shown 
that Low-produetiviry employment 
rather than unemployment is a major 
problem in developing countries. For 
people to be employed they must be 
healthvj educated and skilled; better 
health contributes significantly to 
higber productivity and thus to more 
earnings. 

In addition to meeting basic mini- 
mum needs (e.g. access to health ser- 
vices, housing, education, etc.), efforts 
should be made to address the long-term 
needs of the labour market for higher 
productivity, wb ich can be achieved if 
the workforce is healthy. This should in 
turn lead to a 'Virtuous" circle of better 
health, economic growth, poverty alle- 
viation, improved welfare, and ulti- 
mately reduced social disparities, from 
a vicious circle of ilhhealth, low produc- 
tivity, poverty and misery. 

Poverty^ should thus be tackled on 
two fronts^ one to ensure rhat the poor 
have access tc primary health care (es- 
pecially families with young children 
and vulnerable groups such as the eld- 
erly); the other to enhance the health 
potential of the current worktorce and 
future workforce (schoolchildren) . 



Poverty feduction need 
not be a long-term process. 
Many developing countries 
hove demonstrated that 
the worst forms of poverty 
can be rapidly reduced 
oreliminoted. 
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Women play a key role 
in health care, yet theif 
own heol^ is being 
jeopofdized doily 



Poverty reduction need not be a 
long-term process. Many developing 
countriea ha%x demun.simced chat the 
worst fomis of poverty can be rap idly 
reduced or ehtiiinatcd in a relatively 
short time with determined^ welhde- 
signed and efficiently inipleinented 
strategies. 

In addition to the econotnic aspect 
there h another side to poverty - social 
iiscrimiiiation and low status of some 
population ^roup.s, particularly wocncn. 
Apart from economic considerations, 
it is csscntii^l that the social status of 
women be improved - this disempower- 
ment of half of the planet must end. 
Women play a key role in health carci 
yet their owtl health tf^ hc\ng jeopardized 
daily. The potential contributions of 
women ro world development and im- 
prDveinent of the human condition are 
beiiiR wilfully squandered. The world 
can no longer afford to waste so precious 
a resource ot potential benefit to com- 
mnniticfi and health service.^. 

Integrating health and human de-^ 
velopment in overall public policies as 
outlined in WHO's Ninth General 
Programme of Work is a strategic move 
to enforce a **hcalth in development 
outlook'^ in investment decii^ions at na- 
tional and international levels for 
achieving and sustaining better health 
and thus ensuring a better quality of life 
in the future. 

The third priority relates to public 
health policy. During the decade of the 
1990s national and international poli- 
cies have been influenced not only by 
the health-for-all movetiient but alst? by 
political and econotnic char\ges in coun- 
rricfi and in the world at large, hi a 
democratic setting, for instance, healtli 
and other measures require popular sup- 
port. Moreover, distortions cannot be 
concealed; they roust be ci^rrected. 

In the future it will therefore not be 
possible to dissociate public health 
policy from the overall pohtical and eco- 
nomic setting. If the world coinmnnity 
endt>rses the concept of equity in health, 
it will commit itself to achieving a bet- 
ter quality of life for all people, and re- 
ducing differences in health status 
among countries and population groups. 



To pur this commitment into prac- 
tice, however, society must first be clear 
about the meaning of "equity'' in the 
health sphere. Does it refer to '*equit>^ 
in health", meaning that the health sta-- 
r us of all communities should be more 
or Ieii> the same ? Tliis concept of equity 
does take account of the individual but 
as a member of a comtn unity and obvi- 
ously, for biological reasons, it does not 
imply that each person will enjoy the 
ssame level of health. Or are we talking 
about "equity of access to health care", 
meaning that every individual should 
have equal access to health services ir- 
respective of the need for and ouncome 
t:f use of the serv i ces J 

The distinction, in essence, is be- 
tween fairness in the outcome of health 
care and fairness in the provision of 
health care. These concepts are not 
mutually exclusive nor is tlie distinction 
always clear-cut; they do, however, re- 
flect different perceptions of fairness. 
Ensuring equal acce^, a traditional ^oal 
of public health authorities, is essentially 
a matter of equitable distribution (:f re- 
sources. But recent studies have shown 
that even when access is being made 
equal, it has not always resulted in a sig- 
nificant reduction iri gaps in health sta- 
tus within a given society or between 
societies- Ensuring true equity in health, 
which is the philosophy of health for all, 
calls for a far broader approach. 

To remove inequities in health sta- 
tus, public health strategies must be our- 
comc-oriented and take into account 
the changing picture of health in the 
world. The term ''health transition'^ has 
been coined to refer to the combined 
effect of demographic change - in terms 
of fertility and mortality patterns - and 
epidcmiok^gical change - in terms of the 
growing incidence of noncommunicable 
diseases such as cardiovascular diseases 
and cancer, accidents, suicide, vi^^lence 
and the harmful effects of alcohol and 
drug use. As developing countries go 
through the health transition, they ex- 
perience a double burden of ill-health 
which is detennined by behaviour and 
the environment, as well as by biologi- 
cal and genetic factorsn 
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Thus health status increasingly de- 
pends on social ami economic circum- 
stances over which the conventional 
care sec lor lias htrle contn>l. In 
other woTch the availability and use of 
hcaUh care will not in themselves guar- 
antee better health to the extent that 
disease is influenced hy sueh factors aii 
lifestyle and the working •And living en- 
vironment. The impact of these deter- 
minants naturally vnries widely, and as 
a resuh many counLries arc now^ expert 
encing an "epidemiological polariza- 
tion'' of health i.e. pctsistence (and in 
some cases widening) of differences in 
disease patterns wtdiin countries. Com- 
municable discjises are more prevalent 
amon^ the poorer and rural people while 
middle- and upper- income urban dwell- 
ers experience more the noncominurLi- 
cable diseases and conditions. 

Any further improvements in health 
will thus call for integrated, comprehen- 
sive action addressing ail the determi- 
nants of iihhealth. Countries, particu- 
larly in the develc^ping world, can no 
longer afford to deal with the tw^o prob- 
lems of communicable and none omnru- 
nicable diseases sequentially as in the 
past; they must address them simulta- 
neously Action is first needed within 
the hei^lth sector, which in turn tnust 
make intensified efforts to mobilize sup- 
port from other sectors sitch as educa- 
riorr, agriculture and the cnvirontiient. 
Such a policy has financial, organiza- 
tional and managerial implications. 

Health professionals will inevitably 
be at the centre of change in the health 
arena, hi addition to basic and special- 
i2ed training, riiey must be given mana- 
gerial skills throu^Th r.ransdisciplinary 
arrangetnents, and be taught to address 
the bfoader problems of society. Empha- 
sis in training must shift from the tradi- 
tional recourse to technology to provide 
tht? best possible care to the individual 
(which ill some instances may be at the 
expense of the community) to a concern 
for overall fairness and social well-be- 
ing. The needs of the individual will 
have to he balanced with those of the 
community in selecting the most appro- 



priate technoiaj^ies and making them a 
part of an outcome-oriented health care 
system. Within that framework health 
services must be provided pragmatically 
in a way that ^ives each itidivtdual ac- 
cess ro an entry-point of essential health 
care from which it is possible for them 
to seek other relevant services as and 
when needed. 

Ethical considerations will figure 
prominently in the health care of the 
future in the broacH sense of ensuring 
equity in health outcome and the spe- 
cific sense of addressing? such questions 
as new reproductive health technology, 
medical research, human genome stud- 
ies and the allocation of scarce resources. 
In this situation, advocacy and techni- 
cal support will he expected nor only 
in establishing internarional health 
standards hut in designing blueprints for 
acticjn. 

Finally, the /owTth prior Et>' relates to 
strengthening national capahilities for 
cmer^eticy relief and humanttnrian as- 
sistance in the health sector The new 
policy of "emer^?ency management for 
sustainable devclopmet^t" will provide 
a bridf^e between relief work and devel- 
opment proper, the aim being to pro- 
vide a long-term solution for reducing 
human suffering and avoiding economic 
loss due to epidemics, coniplex emergen- 
cies and mass population displacements. 

The health problein^ of die future 
are awesome. But the situation is not 
hopeless, and much can he done to 
tackle them with the knowledge we al- 
ready possess. To succeed, the world will 
have to care more and to try harder. 
Martin Luther King, referring to the 
civil rights struggle in the United States 
in the 1960s, oticc wrote: "We shall have 
to repent in this generation, not so much 
for the evil deeds of wicked people, but 
for the appalling silence of the good 
people"". 

Today, as a new generation ap- 
proaches a new centuryi it is time for the 
appalling silence over health inequities 
in the world to he broken - and for the 
cries for help of hundreds of millions of 
people to be heard. 



Itisfimefortheappolling 
silence over heolth 
inequities in the world 
to be broken. 
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Special chapter 

The evolution of WHO 



In 1948 the scars of the second world 
war had barely begun to hctiL Mas- 
<\ve recovery and re comt ruction ac-- 
tiviriei? were beinj^ launched in Europe 
and jdpan. The colonial era was com- 
ing to an end, and m?iny countries were 
in the process of liberation. Added to 
the huge numbers of people killed or 
dtsabled during the war, millions were 
dying from preventable diseases. In the 
world community's cautious quest for 
new international relationships that 
might lead to a better future, improving 
the health of humanity emerged as a 
common bond. 

The First World Health Assembly, 
in June 1948, approved a programme of 
work that listed its top priorities in the 
"following order: malaria, maternal and 
child health, tubcrculosiSi venereal dis- 
eases, nutrition and environmental sani- 
tation. 

Today, 47 years later, in. spite of sig- 
nificant improvements in hamtin 
health, particularly in terms of monab 
ity reduction, great burdens of suffering 
and disease are still with us. Half a ccn- 
lury of lessons learned in eradicating and 
controllirig diseases, expanding' health 
care coverage and niaking the best use 
of available resources have guided the 
world com muni ry, including WHO, on 
the way to further progress. This special 
chapter presents a review of inicrna- 
tional health and the evolution of 
WHO. 

Ancient scourges in a 
madern wada 

Measured against the life span of diseases 
that have plagued the world through- 
out recorded history, WHO roday is still 
in its e^tiy infancy. In Ancient Eg^pt as 



lon^^ ago as .3000 BC, diseases such as 
tuberculosis, poliomyelitis and syphilis 
were ranipanr. Leprosy is ar least as an- 
cient. Researchers have found traces ii^ 
E^^ptian mummies of schistosomiasis, a 
parasitic waterborne disease. Today that 
same disease affects some 200 million 
people. 

Smallpox and measles were recog- 
nized in Asia at least 1 000 years ago. In 
the course of some 30 years during the 
14 tb century bubonic plague killed per-- 
baps as many as is quarter of the popula- 
tion of Europe, leading to the 
introduction by the city state of Venice 
of the first systematic quarantine regu- 
lations. 

The eradication of smallpox in the 
late 1970s is regarded as one of WHO's 
greatest achievements, and measles has 
been eliminated fmm mucli of the in- 
dustrialized world. But plague, as the 
outbrejik in India in 1994 vividly illus- 
trated, still persists in ?i number of coua- 
ti'ies with we Ih known natural foci. Close 
and conLinuous surveillance of this and 
other major diseases is today an impor- 
tant part of the International Health 
Ret^ulations, 

The cholera pfindemic which in- 
vaded Europe in lt^30 from India 
through Russia caused death on a mas- 
sive scale. Thii^, toj^etber with the tolls 
inflicted by plague and yellow fever, 
prompted in Lhe late 1 840s a greater rec- 
ognition among affected countries of the 
need for international collaboration to 
prevent disease, essentially ditouf^h the 
quarantine approach. One hundred 
years later the establishment of WHO 
was a major step towards fulfilling that 
need. 

There w^ere other important steps 
along the way. In 1864 the Red Cross, 
the first international humanitarian 



The eradication of smallpox 
in the late 1 970s is regarded 
as one of WHO'S greatest 
achievements, and measles 
has been eliminated 
horn much of the 
industrialized world 



m 



Wf WORiD HiAOH RlPOKf 1995 



The United Mons set up Q 
technical pfeparotoiy 
committee to establish h 
specialized agency that would 
emefQS os WHO. An 



conference in June 1946 
was dominated by new 
aspirations for a better world 
and better health tor the 
peoples of the world. 



agency, was founded with the aim of ^iv-^ 
ing emergency aid to the wounded of 
wars without choosing sides. The rapid 
expansion of scLeatific knowledge and 
the con^sequcnt need to coordinate re- 
search and exchange informdtLon 
prompted the estabhshment i^f the Pan 
American Sanitary Bureau in 1902, and 
the Bureau international d' Hygiene 
publiqn^ (OIHP) in 1907. In 1920 a con- 
istitution was drafted for a new health 
organization under the League of Na- 
tions, itself fonned a^ a consequence of 
the first world war. This hetildi organi- 
zation coll abo tared closely widi OIHP 
for many year<;, collecting and distrib- 
uting epidetniological information, nn- 
til the second world war pre vented, their 
continued functioning. 

When the war ended, the majority 
of the world's population were still liv- 
ing in extreme poverty and. suffering 
from chronic malnutrition, communi-^ 
cable diseases and parasitic infections to 
name a few. Children were at ptirticu-- 
larly hij;h risk. Many of the existing 
health services, for instance in cities in 
Europe, northern Africa and Asia, had 
been severely disrupted. Structured 
health services were in any case rare, and 
where they did exist huge segments of 
the population - ufiually the most vul- 
nerable people who could not pay for 
the often questionable care that w^as 
available - were excluded* 



The need for a world health 
organization 

Against this background the imperative 
need was recognized for a new world 
body capable of grouping resources for 
healthy setting health j^oals and provid- 
ing a forum for the exchange of health 
information and experience. But in the 
immediate postwar years no interna- 
tionalhealtli agency con id do other than 
make an alb out effort to alleviate the 
epidemics that were sweeping the war- 
ravaged developed countries, colonial 
territoricfi and some newly independent 
nations. 

There were some models of national 
health services, usually based on the 
principle of compulsory health insur- 



ance, with the state taking responsibil- 
ity^ for the poorest people, and individu- 
als contributing according to their 
means. But it soon became clear that 
sucli models would not work in couti- 
tries where virtually no medical trear- 
Ttient was available, where trained 
health workers were scarce, and where 
most people would never be able to 
make the financial coatributions re- 
quired to support health services. A cru- 
cial task of a new body would therefore 
be to help countries huild up or recon- 
struct broadly-based health services and 
see bow best to or^^ani^e them so as to 
bring health care to the people. 

An intetnation^il confer etiice in San 
Francisco in 1 94^ drew up guidelines for 
the fimcttoning of the United Nations. 
During those discussions emerged the 
memorable statement attributed to the 
United States archbishop, later Cardi-^ 
nal SpcUman, that "medicine is one of 
the pillars of peace". Tire United Na- 
tions set: up a technical preparatory^ com- 
mittee to establish the specialized 
agency xhar Wi>tild emerge as WHO. An 
international health conference in June 
1946 was dominated by new aspirations 
for a better world and better health for 
the peoples of the w tjild. 

In a message read to the con fere t:Lce 
on his behalf, United States President 
Harry S, Truman said: ''Modern traos-^ 
portatioQ bi^is made it impossible for a 
nation to protect itself against the in-^ 
troduction of disease by quarantir>e. This 
makes it necessary to develop strong 
health services in every country which 
must be coordinated tbrout^h interna- 
tional action. The new health organi- 
zation will serve in this field. ]usr as 
international cooperation in science 
played a most important part in winning 
the vvar, so will such cooperation win 
the battle against disease and malnutri- 
tion". 

The conference agreed that the new 
body would be known as the World 
Health Organization and produced a 
ct?nstittttion for it, specifying that its rtile 
would be to act as the dircctini^ and co- 
ordinating authority in international 
health, giving assistance to governments 
on request. People and their right to 
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health were to he at the tc:ntre of the 
development: prtKes?. International soli" 
darity in the fight for health would re- 
place the b;^sieally quarantine- inspired 
approach of earlier international health 
initiatives. WHO mnv comprises six 
regions (see WaJ? 7). 

The First World Health Assembly in 
was attended by 53 delegates from 
WHO'& 5S Member States, the major- 
ity in the indtistrialized world. Its top 
priorities are listed at the beginning of 
this chapter, hut there wa,s some empha- 
sis too on tine socioeconomic, cultural 
and political dimensions of health. The 
ranin stress, however, was on the con- 
trol uf disease, at\d WHO's dm two dec- 
ade.s were dominated by mass campaigns 
in country after country against tuber-- 
culosis, malaria, yaws, syphilis, smallpox 
and leproiiv, amon^ others, 

Oedaring war m disease: 
victories and defeats 

At d\e beginning of the 19 50s there 
were believe J to be around 20 million 
cases worldwide of yaws, a tropical dis- 
ease tiiainly affecting the skin and bones. 
A single injection of penicillin was 
enough to cure it. Rerw^een 19.50 wben 
the firgt yaws campaign was launched in 
Haiti and 1965, a total of 46 mihion 
patients in 49 coururit:;^ were success- 
fully treated^ and the disease vvas no 
longt^r a significant public health prob- 
lem in most of the deve leaping w^orld* But 
the SLicccss of the canipaign was mislead- 
iiigt It created an ill-fcmnded optimism 
among health workers that other dis- 
arises could be controlled as easily 

In 1951 WHO took on the respon- 
sibility of coordinating a worldw'ide 
berculosis campaign largely funded by 
UNICER Initially rhe campaign con- 
centrated on vaccinating children with 
RCG. By 1960 i^erious doubts about the 
chimpaign approach began to stirface. 
The campaign was operating in an in-^ 
discriminate manner, achieving high 
coveraE^e in regions where prevalence of 
the disease was low and failing to reach 
populations whose chances of conrract- 
ing the disease were high. Voices were 



therefore rai.sed in favour of integrating 
BCG vaccination w^ith other preventive 
and curative componenrs of health 
services. 

Also in 1951 WHO team^? were at 
work in 22 malaria control projects, 
mostly in AiS ia, again wiih huge support 
from UNiCEK Malaria had been iden^ 
tified as the world's gravest threat to 
public health. The initial results were 
extremely encouraging. By 1955 the 
number t?f cases worldwide had dropped 
hy at least one-third. The Health As- 
sembly thar year urged Member Stutes 
to abandon tnalaria control and make 
eradication of the disease a priority of 
the highest order and urgency. But by 
1966 the sicuation looked much less 
promising- Although 60% of the popu- 
lation of the originally malarious regions 
of the world were now living in areas 
where the disease had been eradicated 
or was no longer a major health prob- 
lem, there were innumerable setbacks. 
In Africa virtually no progress had been 
made. Poorly developed health services 
were unable to cope, and in many coun- 
tries the cost of antimalarial efforts was 
unbearable. In 1970 the Health Assem^ 
bly recognized that malaria emdication 
was generally impri^Kticablej and called 
instead for malaria control programmes 
to be reintroduced. Today WHO still 
gives high priority to the battle against 
rhe disease. But there is now a sense of 
realism about what can be achieved, es- 
pecially in Africa, where improvements 
in economic and social conditions and 
in access to primary health care have 
been slow ; 1970 was thus a turning point 
in the malaria battle, 

1 966 saw the opening of a new front, 
rhis time against smallpox. Against a 
background of v^^-ide spread disenchatit- 
nient with mass campaigns against a 
single disease, the Health Assembly nev- 
ertheless voted to make an all-out ef- 
fort to eradicate smallpox within the 
next 10 years. At that time smallpox 
victims were estimated to number IC- 
15 million a year worldwide, of whom 
1.5-2 million died. The disease was 
endemic in 30 countries. Eradicarion 
of smallpox was made possible by a 
combination of factors- There were no 
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known animal reservoirs, and. no Lont^- 
term carriers of cht: f^niallpox virus. Pa- 
ri cnts who recovered had esscntiaLLy 
lifelong immunity. People with 
subdinical infecrions did not transmit 
the disease. CaJ^e detection w^s rela- 
tively simple. Above all a highly effec- 
tive, stable and easily -administered 
vaccine that conferred long- term pro-^ 
tection was available. The smallpox 
campy ign was the first global effort that 
has succeeded in eradicating a major 
disease. The achievement of this goal 
was certified in May 1980. 



Box 18. Primary Health Care 

In 1 978, the International Conference on Primary Healtti Care held in Alma-Ata identified the 
following eight essentia! elements of primary heclth care: 

■ educotion concerning prevailing heolth problems ond methods for oddres^ing them 

■ promotion of food supply ond proper nutrition ,,,, . v ^ : 

■ provision of an adequate supply of sofe water ond basic sanitation • 

■ maternal nnd child heolth care, including family planning : ^''^y"':::]!'':^/ V.v ^ 

■ immunization agoinstthe major infectious diseases ^\ 'y^^^'-'^-. 

■ prevention and control of locally endemic diseases '^0.%y^yr:!^^^'''\:.i^'',:S'^ 
m oppropriat^ treotment of common diseoses and injuries = ^Ij-' 
m provision of essential drugs. ^^:r-^^ ^- v^'-rtir'^Wf.^^ W'"i-^<''^:A h=v " 



Immmzafm programmes 

The mass campiriigiis aj^ainst single dis- 
eases of the first decades gave way to 
who's Expanded Programme on Im-- 
munization aimed at protecting by the 
year 2000 [dlchi.ldret^ against six vaccine- 
preventable dist^a^^es - measles, diph the- 
ria, pertussis, tetanus, poliomyelitis ynd 
tub re ui OS is - in their first year ot life. 
Global coverage with the vaccines 
teached iL"; peak at the end of 1990 when 
the ^oal of immunizing 80% of all chil- 
dren by the age of 1 year wa!> ^jchieved. 
The main factors itihibitin^^ further 
proj^ress have been insufficient political 
commitment by countries, civil unrest, 
donor fatigue and lack of resources. 



After Svmallpox the next vaccine- 
preventable disease targeted for eradi- 
cation ispobomyclitis. In 1992 no cases 
were reported in the western hemi- 
sphere. By maintain ing iiurveil lance in 
the polioiTiyelitLs-free areas and inten- 
sifying control measures elsewhere, 
WHO cxpecis the disease to he eradi- 
cated by the year 2000. 

In 1994 WHO established a global 
prograumne for vaccines and immuniza- 
tion aimed at coordinating all activities 
ui this field carried (>ut within the Or- 
f^anizatiou and by other agencies. Tlie 
programme is also responsible for 
who's contribution to the multiageiicy 
children's vaccine initiative, launched 
in 1990 to stimnliite the provision of 
improved, safe, reliable and aftbrdable 
vaccines for the developing world and 
which can be given in a single proce- 
dure, The long-term goal is to achieve 
a world where all people at risk are 
protected af^ainst vaccine -preventable 
diseases. 

Health hratl by the 
year 2000 

Ever since its incept iot^ WHO lias pur- 
sued as its overriding goal the achieve- 
ment of better health far all people 
everywhere, in the sense tit^)t simply of 
survival, but of enhanced quality oi life. 
Yet a review in the early 1970s showed 
that more than half the population of 
the globe did not have access to ad- 
equcite health care. The gap between 
developed and developing countries in 
levels of healtii was widening. Oaps were 
also evident between different groups L?f 
populations within countries. 

In 1977 the Health Assembly re- 
solved that the nialn social target for 
governments and WHO in the corning 
decades should be ''the attainment by 
all citi:sens of the world by the year 2000 
Ljfalevel of health that will peruiit them 
to lead a socially and econoniically pro- 
ductive lite" 

In September 1978 delegates from 
134 countries and 67 United Nations 
bodies and nongoveriimental orsL^aniza- 
Lions met ^^it Ahna-Ata (Kiizukhstan) for 
an international conference on primary 
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healthcare. This led to the Declaration 
of Alma-Atti, unanimously endorsed hy 
the Health Assembly in 1 979: Every one 
of WHO's Member Stales was now coin- 
mitred to a form of public health action 
that implied fundamental changes in the 
distribution and use of resources and in 
the responsibilities within the health 
care system, government and sLJtiery 

The declaration, n landmark doeu- 
ment in the history of internatiorLal 
health, stated that primary health care 
was to be the key to attainiti^ the targe; 
of health for all by the year 2000 as part 
of overall development and in the spirit 
of human justice. It called on all guv- 
emments to formulate national policies, 
strate(?ies and plans of action to launch 
and sustain primary health care as ptirr 
cjf a comprehensive nati.onal bealth sys- 
tem and in coordination with other sec- 
tors (Box 18). 

In 1981 the Health Assembly ap^ 
proved the definitive global strategy for 
health for all by the year 2000. Global 
tatj^ets for health were established for 
the year 2000, and have since been the 
criteria against which all health deveh 
c:)pment efforts bave been measured, At 
a conference in Ri^a in 1988, attended 
by ministers of health, finance and plan- 
ning, it was noted that primary health 
care coverage had greatly impnjved in 
many countries, but that there were srill 
many deficiencies. 

WHO sets the standards 

The csiablishmenc of stundards in such 
fields as vaccines, drugs and laboratur^- 
tests has been a permanent part of 
WtiO'si work. Tliese instruments have 
been universally acecpred as represent- 
ing the besi available technical advice 
of the moment and have been the basis 
for the Orj^anization s reputation as the 
undisputed authority in he ^] 1th matters. 
In purs Li a nee of WHO's constitu- 
tional functions in regard to the stan- 
dardization particularly of bio logical and 
pharmaceutical products, the WHO 
Expert Committee on Biological Stan- 
dardization has been meeting every ye^r 
since 1951 tofonnulate standards which 



are recognised worldwide. Tiiey enable 
drug and vaccine tnanufacturets to en- 
sure the availability of safe and effica- 
cious biologicals as tvelL as standard 
product dosage and diagnostic tests. 
Because of the scientific credibility of 
WHO, this gives confiidence to patients^ 
doctors and other health personnel for 
usin^ drugs of proven efficacy and valid 
d iagn ost ic pro ced 1 1 res . 

WHO'S contribution to the Codex 
Alimentarius Commission ot\ food 
standards and the lntern;^tionL\l Code of 
Marketing of Brcasr-milk Substirutes are 
an example of the Organization usin^ 



Box 19. The International Classiikathn af Diseases ^ 

The Interncfional Slotistical ClossificDtion of Diseases and Relofed Health Problems (ICD), 
under different names, has so far undergone 1 0 revisions. The first ICD or ICD-zero was 
prepared in 1 893 by Joccjues Bertillon of France under q mandate given to the International 
Statistical Institute. Subsequent revision conferences were convened by France in 1900 
(ICD^l), 1909 (ICD-2), 1920 (iCD-3). 1929 (ICW) and 1938 (ICD-5}, the latter two 
under ftie auspices of the institute ond rhe Health Organisation of the League of Nations. The 
international conference for the sixth revision wos convened in Poris in 1948 with the col- 
laboration of the Interim Commission of the Wodd Health Organizarion, WHO has thus beert 
responsible for the last five re^fisions of the classification. 

Before ICD-6 the classification wos used only for mortality stotistics. That revision 
expanded to make it suitable for the collection of morbidity statistics. ICD-7 in 1955 wos 
limited to essentiol changes ond amendments of errors ond inconsistencies. ICD-8 in 1965 
was more rodicol than ICD 7, but left unchanged the basic structure of the classification and 
tiie generol philosophy of classifying diseases, whenever possible, according to tlieir etiology 
rotherthon a particularmanifestation. 

In 1 97S IC^9 retained the same basic structure, although with much additional detoil, 
and introduced classifications of innpoirments, disabilities and handicaps (ICIDH), and of 
procedures in medicine as supplements. ICIDH seeks to establish, for intemotionol occep- 
tance ond use, unifornn definitions and terminology - often confused ond nnisused - in the 
field of rehobiiitation. in Ifie course af successive revisions ICO has thus expanded to cover 
the whole spectrinn of health. 

ICD-10, the 21st century clossification, was adopted by the Health Assembly in 1 990. 
It initioted the irse of an alpianunneric coding scheme of one letter khmi by three num- 
bers at the four-chamcter level, ond constitutes tfie "core" of a fo-mily of disease- and heolth- 
related clossifications. The purpose of the cfassification is to serve as o tool for comporisons 
betv^^een countries at the some point in time, ond within and between countries over time, 
thus enabling the compilation of comparable statistics fordecision-moking in disease preven- 
tion and health care, and facilitating the collection of epidemiological data for reseorch 
purposes. 



TWf wmi> HiALTH RiPORT 1995 



WHO'S role in health 
planning has changed over 
the years, reflecting the 
Organization's evolving policy 
on health development 
in general 



its moral and technic nl authorLt>' to help 
different interest groups to reaeh a con- 
sensus. 

Another type of standard relates to 
the classification of disc:uses {Box 19). 
The recently published tenth revision 
of the International Classification of 
Diseases (1CD40) is intended to serve 
aa a tool for facihtating the collection 
of epidemiological data for comparisons 
between countries at the same ^omx m 
time, and within and between countries 
over time, and thus enabling the com- 
pilation of comparable statistics for de- 
cision- makinf? in disease prevention and 
for research purposes, 

Hman resames hr health 

Training physicians and raising the 
standards of medical schools In devcl- 
oping countries, helping countries orga- 
nise schools for nurses and mid wives and 
launching training courses for allied 
health personnel have always been an 
important part of WKO's work. The 
concept of primary health care hu& 
switc hed much of the emphasis to train- 
ing directed towards a v^'ide range of 
healtb care workers at communLty level, 
particularly in developing countries, 
rather than towards healtb profcssicm- 
als as such. 

Manuging health development 

WHOs role in health planning has 
changed over the years, reflecting the 
Organization's evolving policy on health 
deveiopineni in general. 

Before 1965 planning was carried 
out as a routine function of public health 
administration. Between 1965 and 1970 
\?/HO supported the develop trient of 
specific concepts and methods of na- 
tional health planning. The next five 
years saw the application of the systems 
approach, exploration of computer mod- 
elling and the introduction of health 
project planning and management. 

The period 1975 to 198C saw tlic ad- 
vent of health sector programming {also 



referred to as country health ptogr^mr- 
ming) and the initiation of the mana- 
gerial process for national health 
development. Since 1990 WHO ha& 
stressed the importance of evaluatioUi 
with little attention paid to health plan- 
ninj^ as such. 

Meanwhile, futures studies used in 
other sectors iind for national planning 
development in some countries, began 
to be used in the health sector* The fu- 
tures appro Lich utilizes such methods as 
visioning, alternarive scenario dcvelop- 
tnent, trend analysis and forecusting, 
and dyniimic modelling, and may well 
be the basis for health planning in the 
21st century. 

The contribution of NGOs 

The 1945 San Francisco conference 
which drew up the Charter of the 
United N ^itions recognized the advan- 
tages to be found iti the enthusiasm, 
knowledge and experience of interna- 
tional associatiot^s, and authorized the 
Economic and Social Councd of the UN 
to consult with, and make effective use 
oft nongovernmental org'^inizations 
(NGOs). who's constitution goes a 
step further^ authorizing not only con- 
sultation but cooperation with NGOs 
tn health matters. Official relationship 
is granted by WHO s Executive Btjard 
to NC30s that deal with matters fulling 
within the competence of the Organi- 
zation and pursue aims and purposes in 
conformity with the spirit, purpoties and 
principles of its constitution. 

At the end of 1957 ^utne 40 N GOs 
were tn official relatitms wilh WHO. 
During; the finut years most of them dealt 
with a particular branch of medical sci- 
ence or research and represented pro- 
fessional groups; only a few had a more 
general interest in health. Nevertheless 
it was recognized that collaboration with 
these organ i2at ions was useful tor ob- 
taining information, making WHO's 
objectives known and stitT>ulating inter- 
est in international health work, 1959 
saw the first admission to official rela- 
tions of an NGO representing persons 
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suffering from a specific healvh problem, 
namely the World Federytion of the 
Deaf By January 1994 the total had 
reached 184 (Amu?.\ 2). 

Beio^ relatively unbound by rhe leg- 
islative and policy constraints of gov- 
ernments, NGOs have the flexibiUry to 
experiment with innovative and alter- 
native approaches to solving health 
problems. Many can effectively mobi-- 
lizc large numbers of volunteers and thus 
play a dynamic role in national health 
developtnent. Growing numbers of 
NGOs are becotniiig involved in advo- 
cacy, health promotion and techtiical 
cooperation, as well a,s fund-raising and 
provision of resources both for national 
health developmei^t atid for WHCTs 
technical programmes, often wot king 
closely with them. In 1990 the WHO 
Executive Board noted a rapid growth 
of NGOs and stressed that among the 
most important criteria for admission 
into official relations with WHO must 
he chat a major part of the NGO's work 
h relevant to and has bearing on the 
achievement of health ft>r all. 

The politkot context 

When the movement for health for all 
was launched, it was assumed that eco- 
nomic growth w\iuld continue nearly 
everywhere and that richer countries 
would give substantial assistance to the 
poorer nations provided their case was 
well presented. The global economic 
crisiy of the late 1970s and early 19S0& 
undermined both those asijumptions, 
Tlie break --up of the USSR, with the 
emergence of many newly independent 
stvites, the end of the cold war and the 
demise of communism led to more em- 
phasis being placed on privatization, de- 
centralization and. libemliiation. In turn 
the accompanying changes in health 
care systems led to new problems and 
distortions, and to moves for more cen- 
tral control of health care in some coun- 
tries. Equity in health and health care, 
health as a human right and ethical is- 
sues hecame a concern in many coun- 
tries. 



The post -co Id war period prompted 
hopes of a '^peacc dividend" from the re- 
duction in military spending. But it 
failed to materialize. Instead global re- 
cession, the seemingly iiiever-ending rise 
in health costs and growing expectations 
for health care created serious funding 
problems and necessitated painful cut- 
backs in health care, even in rich coun- 
tries. As global East- West re ns ions 
subsided, armed conflicts between and 
within countries seemed to take on new 
dimensions. 

WHO has learned that health can- 
not be divorced from politics. Until re- 
cently few political leaders believed that 
health was a worthwhile economic or 
political investment. The strategy of 
health for all has been endorsed at the 
h^hest political level, but a gap remains 
between what is preached and what is 
practised. In many coutitries the health 
sector u^ields little political power or 
influence in decisions about the alloca- 
tion of public funds. Expenditure on 
health care has tended to be viewed 
siitiply as a drain oti scarce resources, 
rather than as an investment in the 
nation's future. 

Professional and financial interests, 
bureaucratic resistance to change and 
political considerations have been un- 
derlying reasons for the sotnetimes slow^ 
application of WHO guidelines; yet the 
Organization's position as the health 
technical agency and the health con- 
science of the w^orld has helped to en- 
sure acceptance of its advice over time. 
The eradication of smallpox was made 
possible by close collaboration tmder 
WHO*s auspices by a great many coun- 
tries without regard to political differ- 
ences. WHO's advocacy of the concept 
of health for all has been accepted by 
governments worldwide. 

The emphasis in public health has 
swung away from the technical and sci- 
entific thnjst of the early disease -ori- 
ented campaigns towards understanding 
the underlying determinants of health, 
and seeking to influence them in a posi- 
tive way through health promotion di- 
rected at individuals, communities and 



The strategy ofheoltb for all 
has been endorsed at the 
highest political level but a 
gap remains between 
what is preached and 
what is practised 
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governments. This unfortunately di- 
luted traditional and effective measures 
sucK 3S the maintenance of fid equate 
sutveillance systems to trij^^er effective 
action for the contnjl of commumcablc 
diseases. 

The way ahead 

WHO'S jzjeneral programmes of work, 
now coverinfi periods of six years, give 
principles and policies for the function- 
ing of the Organization. They also pro- 
vide a framework for detailed workplans 
and budgeting. Over the years the 
ptogra mines have responded tOp and of- 



ten anticipated, the major health con- 
eerns of Member countricsn Tfie ninth 
programme ( 1996-2001 ) fixes ^?oals and 
targets for WHO' s global health action. 
It focuses ot\ les?^enlng of inequities in 
health, control of risin^^ costs, the eradi- 
cation or elimination of selected infec- 
tious diseases, the fi^ht against chronic 
diseases, and the promotion of healthy 
behaviciiT and a healthy environment. 

The challenge for the future is to 
mobilize WHO's Member States to 
adopt policies and plans that will guar-- 
antce the provision of comprehensive 
integrated health servicc::s to each and 
every member of the communiry. 



Map 7. WHO regms and the areas they serve as of December 1 994 




Annex 1 

Members and Associate Members of WHO 



* Member Slotes tf'Of have acceded b rh^ CQnventron on the 
Privileges and Immunities of ihe Specinlii&d Ag&ncies and \^ 
Annex VII. 



WHO has 189 Member States and two Associate Members. They are listed below 
with the date on which they became a party to tbe constitution or were admitted 
to associate membership. 



Afghnisran 19 April 1948 


Cemofos 09 Becember 19/5 


Ataia 26 May 1947 


Cango 26 October 1960 


A^gerio^ OSNovembef 1962 


Coeklslonds 09 May 1984 


Aigola 15/JlQV 19/6 


CostuRicu 17Murcbl949 


AntigjgandBnrbudo' 12 March 1984 


CfltedlvoirG* 28 October 1 960 


Argentina" 22 0[tober 1948 


CfOQtifl* r June 1992 


Armenia 04Mayl?92 


Cuba* 09% 1948 


Austratid^ 02 February 1948 


Cyps* 16 Jonuory 1961 


Austria* 30 June 1947 


Czech Republic* 22 Januory 1993 


Az&fbaiian 02 October 1992 


DemoaatTc People's Republic of Korea 1 9 May 1 973 


Bahamas* 01 April 1974 


Denmark* 19April 1948 


Bahruin^- 02 November 1971 


DliboLti 10 March 1978 


Bangladesh 19 May 1972 


Dominica^ 13 AjgLtstl981 


Barbados' 25 April 1967 


Oominlccn Republic 21 June 1948 


Belarus* 07 April 1948 


Ecuador* 01 March 1949 


Belgium-" 25 June 1948 


Egypt* 16 December 1947 


B&lize 23Augustl990 


ElSoWar 22Junel94B 


Benin 20Septennber 1960 


Equatorial GLrinea 05 Artoy 1 980 


Bbjtan 08 Warch 1982 


Eritrea 24 September 1993 


Bolivia 23 December 1949 


E&ronia 31 March 1993 


Bosnia and Herzegovira* 10 Septernber 1 992 


Fthiop'a 11 April 1947 


Botswana'' 26 Februory 1975 


Fir 01 January 1972 


Brazil* 02 June )948 


Finbnd^ 0/ Ocltsber 194/ 


Bru ner Oarussal am 2 5 rt rch 1 9 6 5 


Ffonce 16 June 194B 


Bjjgaria" 09 June 1948 


Gaban* 21 Kovem^er 1960 


Burkinn Faso^ 04 October 1 960 


Gflmhin* 26Aprl 19/1 


Burundi 22 October 1962 


Georgia 26 May 1992 


Combodia* 17 May 1950 


Germany* 29 May 1951 


Cafraroor* 06 Muy I960 


Ghana* 08 April 195/ 


Cancdo 29 August 1946 


Greece* 12 March 1943 


Cape Verde 05 Jonuary 1976 


Grenada 04 December 19/4 


Cert'al African Republic* 20 September 1 960 


Guatemolo* 26 August 1949 


Chad 01 Jonuflrvl961 


Guinea* 19 Way 1959 


Chile* 15 October 1948 


Guinea-Bissau 29 July 1974 


Chine* 22 July 1946 


Guyano* 27 September 1966 


Colombif] 14Moy 1959 


mr 12 August 1?47 
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Honduras 08 April 1949 

Hungary* 17 June 1948 

bland 17Junel94B 

India* 12 January 194B 

Indonesia* 23 May 1 ?50 

Iran {Istamk Republic of) ' 23 November 1 946 

Iraf 23 September 1947 

Ireland* 20 October 1947 

Israel 21Jufi&1949 

It^]^^ lUprir947 

JamaiCG^ 21Morclil963 

Jopon^ lfiV,oyl9Sl 

Jordan* 07Apr]ll94/ 

Kazakhstan 19 August 1992 

Kenyo^ 27 January 1964 

Kiribati 26 July 1984 

Kuwoir 09 May 1960 

Kyrgyzstan 29 April 1992 

Lao Peofll* 's Democralfc Republic" 1 / Moy 1 950 

Latvifl 04 December 1991 

Lebanon 1 9 Janucry 1 949 

Lesotho* 07 July 1967 

IJberia UMarcli 1947 

Libyan Arab Jamahlriya* 1 6 May 1 9S2 

iittiuflfiia 2S November 1991 

Luxfifmboufg"'" 03 June 1 949 

Madagascar* 16 Joniary 1961 

Malawi^ 09 April 1965 

Maloysie* 24Apnll958 

Moldives* 05 November 1 965 

W* 170croberl960 

Molte* 01 February 19 6S 

Morsholl Islands 05 June 1991 

Mauritania 07 Marcb 1961 

Wojritius* 09 December 1968 

Memo 07 April 1948 

Micronesia (Federated States of) 1 4 August 1 991 
Monoco 03 July 1948 
Wlonsolia* 18 April 1962 
MorcHco* 14 Moy 1956 
MozDmbique 1 1 September 1975 
%anmar 01 July 1948 



Namibia 23 April 1990 

Nauru 09 May 1994 

Nepal* 02Septeniberl953 

Netherlands* 25 April 1947 

NewZealond* 10 December 1946 

Nicaragua* 24Aprill950 

Niger* 05 October 1960 

Nigeria" 25 Ncvember 1?60 

Niue 04Wavl994 

Hmnf 16 August 1947 

Oman 28% 1971 

Pakistan* 23 June 1948 

Pananna 20 February 1951 

Papua tJdw Guinea 29 April 1976 

Paraguay 04 Jnnuor/ 1949 

Peru 11 November] 949 

PNIippines* 09 July 1948 

Polond* 06 May 1948 

Portugal 13 February 1948 

Qatar llMflyl972 

Republic cf Korea* 17 August 1949 

Republic of Moldova 04 May 1992 

Ronienr 06 June 1948 

Russian Federation* ?4 March 1 948 

Rwanda* 07 November 1962 

Saint Kitts and Nevis 03 December 1984 

Saint Ljtia* 1 i November 1980 

Saint Vincent and the 

Grenfldiites 02 September 1983 

Somoa 16 May 1962 
San Marino 12 May 1930 
Soo Fome a nd Pri nci pe 23 Marc h 1 9 7 6 
Saudi Arabia 26 May 1 947 
Senegal* 31 October 1960 
Seychelles* 11 September 1979 
Sierm Leone* 20 October 1961 
Singapore* 25 February 1966 
Slovakio* 04 February 1993 
Slovenia* 07 May 1 992 
Solomon Islands 04 April 1983 
Somalia 26Januory 1961 
South Africa 07 August 1947 



Spain* 28 Moy 1951 

Sri Lanka 07 July 1948 

Sudan 14% 1956 

Surinome 25Maichl976 

Swaziland 16 April 1973 

Sweden* 28Augustl947 

Switzerbnd 26 March 1947 

Syrian Arab Republic 1 8 Dece^nber 1 946 

Tajikistan 04A1aY]992 

Thailand* 26 September 1947 

The Fcmer yugoslov Republic 
of Macedonia 22 April 1 993 

Toga* 13]Wayl960 

Tonga" 14 August 1975 

Trinidad ondTebago* 03 January 1963 

Tunisio* 14 May 1956 

Turkey 02 January 1948 

Turkmenistan 02 July 1992 

Tivalu 07^1993 

Uganda* 07 March 1963 

Ukraine* 03 April 1948 

United Arob Emirates 30 March 1 972 

United Kingrioni of Great Britain 

and Nortbem Ireland* 22 July 1 946 

United Republic of lanzania* 1 5 Artorch 1 962 
United States of America 2 1 June 1 948 
Uf^jguay* 22 April ^949 
UMistan 22 May 1992 
Vanuatu 07 March 1983 
Venezuela 07 July 1948 
Viett^Qm 17 Ma/ 1950 
Yefiren 20 November 1953 
Yugoslavia* 1 9 November 1 947 
Zaire* 24 February 1961 
Zambia* 02 February 1965 
Zlrrrbabwe* 16 May 1980 

Assodate Members 

Puerto Eico 07 May 1992 
Tcikelau 08 May 1991 



^ Mernber States that hove acceded tt the Conv&rtion on the 
Priviilegas end brrunities of tfie Specialized Agencies and its 
Annex VII. 



Annex 2 

Nongovernmental Organizations in Official Relations 
with WHO at 31 December 1994 



Afficon Wedif al and Res€orch Foundation International 
Aga Khan Foundation 

Association of the Institutes and Schools of Tropical 
Mdoneifi Europe 

Chnstoffel-Bllndenmission 

CWGChurches' Action for Heoltfi 

Collegium Internationale Neuro-P&vchopharmacologicum 

Conmnonwealth Associotioii for Mental Handicap and 
Dev&lopmentol Disabilihes 

Commonwealth Wedital Association 

Commonwealtfi Fhofmoceutical Assodotion 

Council for Internotianal Orgnrizotions of Medicaf 
Sciences 

Helen Keller Internotional Incorporated 

Induslry Council for Development 

Inter-Aniericon Association of Soiitaty and Environmental 
Engineering 

Inter-Paflicmentory Union 

Intefnotionol Academy of Legal Medicine 

international Academy of Patfiology 

International Agency for the Prevention of Blindness 

hternational Air Tfonsport Association 

International Alliar\ce of Women 

International AssocioNon for Accident and Traffic Medicine 

International Association for Adolescent Healtfi 

International Association for Child and Ad el ascent 
Psychiotry and Alffod Professions 

International Association far Suicide Prevention 

lnterr)atiDnol Associafion for ttie Study of Pain 

International Association hi ttie Study of the Liver 

Internationd Associaiion of Agricultural Medicine and 
Rural Health 

fnter national Association of Cancer Registries 

International Association of Hydatid Diseose 

International Association of Lions Clubs 

International Association of Logopedics and PhoniatriG 

International Association of Medicol Laboratory 
Tectinologbts 

International Association on Water Quality 

Internatioral Astronautical federation 

Internotiorol BureaiJ for Epilepsy 



International Catholic Committee of Nurses and Medico- 
Social Assistants 

International C'ecringhousefor Birtfi Defects Monitoring 
Systems 

Internationa College of Surgeons 
International Commission on Non-ionizing Radiation 
International Commission on Occupational Healdi 
International Commission on Radiation Llnits end 

Measurements 
International Commission on Radiological Protection 
International Committee of the Red Cross 
International Confederation of Midwives 

international Conference of Deans of fiencli Language 
Foculties of Medicine 

International Consultation on Urolagical Diseases 

International Council for Control of Iodine Deficiency 
Disorders 

Intemational Council for Lahoratory Animal Soence 

Into motional Council for Stondnrdizotion in Haem otology 

Intemational Council of Nurses 

IntemotionQl Council of Scientific Unions 

Intemational Council of Societies of Patfiology 

Intemationol Council of Women 

tntemntional Council on Alcohol end Addictions 

International Council on Jewish Social and Welfare 
Services 

International Council on Social Welfore 

international Cystic fibrosis [Mucoviscidosis] Association 

International Dental Federotion 

International Diabetes Federation 

international Electrotechnical Commission 

International EpidemiologfccI Association 

International Ergonomics Association 

International Eye Foiindation 

International Federation for Family Life Promotion 

International Federation for Housing and Planning 

Internationaf Federation for Information Processing 

International Federation for Meal and Biological 
Engineering 

International Federotioi for Preventive and Social 
Artedicine 
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Irtternatioi^Ql federation of Business and Professionol 
Wofnen 

IntGrnotiona! Federation of CliennkoL Energy and General 
Workers' Unions 

Internatioiai Federation of Clhiml Chemistry 

Interndtol Federation of Fertility Societies 

International Federation of Gynecology onj Obsretrics 

International federation of Ftealth Records Organizations 

Intiernntional federation of Hospital Engineering 

International Federation of Ffydrotherapy <ind 
Clitnototherapy 

Internotfonol Federation of /Wedical Students Associations 

International Federation of Multiple Sclerosis Societies 

Internattonal Federation of Ophtlialmolagicol Sacieties 

International Fedoration of Oto-Rhino-LorynQological 

Societies 

International Federation of Phnrnaceutiral Manufactnrers 
Associations 

International Federation of Physical Medicine and 
Rehabilitation 

Intierrationai Federation of Red Cross and Red Crescent 
Societies 

International Federation of Sports Medicine 
International Federation of Surgical Colleges 
htejnntional Federotion on Ageing 
International Group of National /Associations of 
Mcnu'octureis of Agra chemical Products 

Internationol HospEtial Federation 
International Lactation Consultant Association 
Internationol Leogue against Epilepsy 
International League of Associotions for Rlieumotobgy 
International League of Oermotological Societies 
International Leprosy Association 
International Leprosy Union 
Internatianal Life Sciences Institute 
International Medical Informctics Association 
Intierfintionol Medical Sodei^ of Paraplegio 
fnternotiijnal Occupotronal Hygiene Association 
International Organization ogainst Irachoma 
Internatinnol Ofgonization for Standurdizotion 
Internationol Organization of Ccnsumers tJnions 
lnrernatfon]l Pediatric Association 
International Pharmaceutical Federotion 
Internationol Physicians for the Prevention of 

Nucleor War 
international PIcnned Parenthood Federation 
International Radiation Protection Association 



Internotional Society and federation of Cordiology 

Internotional Society for Biomedical Research on 
Alcoholism 

International Sonetyfor Burn Iriuries 

International Society for Human and Animal Mycology 

Internatfonal Society for Preventive Oncology 

jnternationot Soci&ty for Prosthetics and Orthotics 

Internationa! Society for the Study of Behavioora! 
De'/elopnent 

International Society of Biometeorology 

International Society of Blood Transfusion 

International Society of Chemotherapy 

International Society of Hematology 

International Society of Norses in Cancer Care 

International Society of Orttiopaedic Surgery and 
fraumatology 

International Society of Rcdiogrophers onrl Radiological 

Fechnologists 
International Society of Radiology 
International Society of Surgery 
International Sociological Association 

International Solid Wastes and Pahtic Cleansing 
Association 

International Special Dietary Foods Industries 
Interncitional Union against Cancer 
Interrotionol Union against lube rcu I osis and Lung 
Disease 

Internafonol Union against the Venereal Diseases and 

\\\% Ire pone nnatoses 
Intiernationol Union for Conservotion of Nature ond 

Noiural Resources 
International Union for Neolth Promotion and Education 
International Union of Architects 
International Union of Biological Sciences 
Internotional Ur ion of Family Organizations 
International Union of immunological Societies 
Into motional Union of Focal Authorities 
International Union of Microbio ogicol Societies 
International Union of Nutritional Sciences 
Interncjtional Union of Phcrmocology 
International Union of Pure and Applied Chemistry 
International Union of Wcology 
International Water Supply Association 
Joint Commission on Intemorional Aspects oF Mental 

Retardation 

Lo Leche League Internationa I 

Medical Women's International Association 



Medicus Mundilnternatianafis [Internotional 
Ongonization for Cooperation in Heoltfi Care) 

Aftotfierand Child International 
National Council for Intemotional Health 
Network of Commimity-Oriented Educohonol Institutions 
for ftealth Sciences 

mm 

Refiabllitotion International 
Rotory Intemotional 
Save the Chi dren Fund (UK) 
Soroptimist Intiernationol 
The Populotion Council 

The Royal Coaimonwealtfi Society for the Blind 
(Sight Savers) 

World Assembly of Vouth 
World Association for Psychosocial Rehob litotion 
World fcsoclotbn of Gil Guides and Gid Scouts 
World fcsociation of Societies of (Anatomic ord Clinical) 
Pattiology 

World Association of the Maior Metropolises 
World Blind Union 

World Confederation for Physical Therapy 

Wodd Federation lor Medical Education 

Wodd Federation for Mental Heoltfi 

Wodd Federation of Associations of Poisons Centres and 
Clinical Toxicology Centres 

World Federation of itemophilia 

World Federation of N sum logy 

World Federotion of Neurosurgical Societies 

World Federation of Nuclear Medicine and Biology 

World Federation of OccupntionaJ Therapists 

World Federation of Parasitologists 

Worid Federotion of Proprietary Medicine Manufacturers 

Wodd Fedemtion of Public Healtli Associations 

V/sdJ Federation of Sacieties of Anaesttiesielcgists 

W^dd Federation of tfie Deaf 

Wodri Fedemtion of Urited Nations Associations 

Wodd Hypertension League 

World Wedica! Association 

World Orgonizotion of Fannily Doctors 

World Organization of ttie Scoot Movement 

World Psychiatric Association 

World F.ehabilitotionFund 

V/orld Veterans Federotion 

V/orld Veteri'iary Association 

Worid Vision Intern otiooai 
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Annex 3 

Statistics 



Explanatory notes 

rhe World Health Report 1995 - 
Brid^ng the gap;i presents Jin over- 
view of the global hcaltli sinia- 
tion based on an assessment carried out 
in 1994 using 1993 data. The content 
of the report was determined essentiaLIv 
by the availability of inform urian cun-^ 
cernin^ key health and health -related 
indicators. However, the majority of 
Member State* still experience grcar 
difficulty in obtaining valid and tirnt^ly 
data on many indicators. Official statis- 
tics reported to WHO were incomplete, 
often not comparable am.ong countries, 
not up to date* It was often necessary to 
supplement data from national reports 
and pub ii cations with reasonably te li- 
able estimates for one or more indica- 
tors. Considerable efforts were made to 
assemble and validate the best available 
and reasonably reliable data froni such 
sources as reports on monitoring 
progress towards he tilth for all by the 
year 2000, WHO regional offices, WHO 
technical programmes and WHO col-^ 
laborati.ng centres ^ Reference was also 
made to publications and documents of 
other intergfivernmental bodies such as 
OECD, UNDP, UNESCO and 
LJNCTAD, noagovemmental organiza- 
tions and international scientific expert 
networks such a.s Reseau i^speraricc de vie 
en sdnte (REVES). The Population Di- 
vision of the Department for Economic 
and Social Information and Policy 
Analysis of the United Ni^tiom^ hete- 
inafter referred to as United Nations 
Population Division, was the main 
source for estimates relating to demo- 
graphic indicators iticluding life expect- 
ancy at birtb and infant mortality* A 
number of statistical values such as the 
elderly support ratio were derived from 



those estimates, but otherwise no at- 
tempt was made, ft>r the present report, 
to refine figures taken from recognised 
international sources and research pub- 
lications, 

Diseases/conditiotis were assessed 
according to their effect on people's 
health at different stages of life, Le. chib 
dten, school -age children and adoles- 
centSj adults and the elderly. The 
available data were selected, reviewed, 
assembled and analy^^ed and the fimlin^^ 
syt\thesized to provide a reasonably ac- 
curate assessment. It was not possible to 
derive global estimates in respect of a 
number of cmcial indicators, nor to ar- 
rive at regional estimates, although ef- 
forts will be made to do so in future issues 
ofThs World Heakh Report. 

Because many of WHO*s activities 
in different fields are interdependent ^ 
tlie programmes were clustered and their 
activities^ products and other outputs 
syni.he^ized accotdiu^ to objectives and 
target age groups. 7>ie aim being to pro- 
vide a global overview of WHO's work 
during the year 1994> no account was 
taken of the organizational level at 
which activities were carried out, i.e. 
country^ regional or interregional 

Pot analytical purposes WHOs 189 
Member States were grouped according 
to the following classification used by 
the United Nations (as of August 1994). 
The designations used for groupings of 
countries in the text and tables ate in- 
tended solely for statistical and analyti- 
cal convenience atid do not necessarily 
express a judgement about the stage 
reached by a particular country in the 
development process. 

Developed market economies. 
North America, northern ^ southern and 
western Europe (excluding Rosniii and 
He rze go Vina J Croatia^ Cyprus, Malr^i, 



Slovenia, The Former Yugoslav 
Republic of Macedonia, and Yugo- 
slavia), Australia, Jap^in and New 
Zealand. 

Developing countries. Latin 
America and the Caribbean, Africa, 
Asia and the Pacific (excluding 
Australia, Japan and New Zealand), 
Bosnia and Herzegovinaj Croatia, 
Cyprus f Malta, Sloven The Former 
Yugoslav Republic ot Macedonia, and 
Yugoslavia. 

Least developed countries. 
Afghanistan, Bangladesh, Benin, 
Bhutan, Botswana, Burkina Faso, 
Burundi, Cambodia, Cape Verde, 
Central African Republic, Chad, 
Comortjs, Dj ibouti, Equatorial 
Ouinca, Ethiopia, Gambia, Guinea, 
Guinea-Bissau, Haiti, Kiribati, Lao 
People's Democratic Republic, 
Lei?otho, Liberia, Madagascar, 
Malawi, Maldives, Mali, Mauritania, 
Mosanibique, Myanmar, Nepal, 
Niget, Rwanda, Samoa, Sao Tome 
and Principe,. Sierra Leone, 
Solomon Islands, Somalia, Sudan, 
Togo, Tuvalu^ Uganda, United 
Republic of Tanzania, Vanuatu, 
Yemen, Zaire, Zauibia, 
Economies in transition^ Albania, 
Bulgaria, Csech Republic, Hungary, 
Poland, Romania, Slovakia and former 
USSR (Baltic republics. Common- 
wea 1 th of I ndepe nden c S ta te s, C 3 eorgia ) . 

Throughout the report ''developed 
world" refers to countries classified as 
'developed market economies" and 
"economies in trat^sition"; and "devel- 
oping world'' to "least developed coun- 
tries" (LDCs) and "other developing 
countries". 

A major constraint in the assessment 
of the j^lobal health situation relates to 
data on health status. There are no clear 
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posinve mcasuTGs of health. Since the 
"early 196CSs several attempts have been 
made lo aumplement quantitative infor- 
mat ion on such factors as life expect- 
ancy by information cnncerning qiiality 
of life during the years livedo particularly 
^iven the int^recisitig frequency of 
chronic nunkthal sens<jry, cognitive, 
osteoarticulatoiy and other impair nients 
that accompany falling mortality. One 
major initiative is that of REVES (men- 
tioned above), in developing techniques 
ft)r calculating health expectancy ad- 
juf^tcd for disability - e.g. disability- free 
life expectancy or DFLE, Another ap- 
proach is that of the World Bank which, 
in close collaboration with WHO, has 
been devisin;^ a j^lobal burden of disease 
measure that combincii loi^s of hcylthy 
life as HI result of premature death with 
loss of healthy life due to disabilit^^i and 
is expressed in units of disability -ad- 
justed life years or DALYs, However, 
since little information is at present 
available on disability and the data on 
incidence and prevalence of diseases are 
notoriously unreliable and enormously 
variable, this report is b^sed on four dis- 
tinct measure;^ of ill-health only: mor- 
tality, incidence, prevalence and 
disability {long-term). Even data on 
r^egative measures such as mortality, 
morbidity and disiihility are not avail- 
able for many countries, particularly in 
the developing world* Recourse was 
made to reasonably reliable data and 
estimates from a variety of administra- 
tive sources. For example, the United 
Nations Pupulatiion Di vision biennially 
assesses the global situation and makes 
estimates of numbers of deaths by a^e and 
sex for many countries. Since the results 
of the 1994 assessment have not yet 
been published, results of the 1992 as- 
sessment were used for this report. Al- 
thouj^h mortality data are imperfect, 
they are nevertheless used to illustrate 
general patterns and orders of magnitude 
of major health problems. While cau- 
tion is necessary in interpreting small 
differences in values of different groups, 
major differences may he considered in- 
dicative of actual disparities and trends. 
In every country cause-of death data 



pose a problem* Undcrrcpoititii^, impre- 
cise listing of causes and inaccurate di- 
agnosis complicate both national and 
international studies of mortality. Fur- 
thermore attributing death to specific 
causes often results in overlap of under- 
lying cfiuses and also masks underlying 
conditions such as ai\aemia and nutri- 
tional deficiencies. In cases where data 
were lacking or inadequate, '*guessti- 
mates" were prepared in accordance 
with epidemiological iind statistical 
principles and procedures, to ensure a 
reasonable degree of reliability. 

Glohal values for mortality, morbid- 
ity and disability associated with a large 
number of diseases and conditions were 
determined following extensive consul- 
tar ion with experts within the Organi- 
zation and at WHO collaborating 
centres concerning the quality and con- 
sistency of the estimates. Judicious use 
was made of available data from a vari- 
ety of sources and the most recent data 
were reviewed, interpreted and extrapo- 
lated in a global context. As fiir as pos- 
sible the disease categories were assigned 
codes according to the ninth revision 
of the International Classification of 
Diseases (lCD-9). Although coverage of 
discases/conditit>ns is fairly cx>mprehen'' 
sive in the report^ it still falls far short 
of the total spectrum of causes covered 
by ICD. The resulting figures relating 
to 1993 indicate orders of magnitude of 
health problems but they lack the de- 
gree of precision necessary for disease- 
specific analysis. 

Since 1990 WHO has been prepar- 
ing global and regional estimates of 
mortality and tnorbidity by diseases/con- 
ditions, based on official country data 
supplemented by reliable national and 
international estimates. The extensive 
use, in this report, of data based on esti- 
mates and other indirect approaches 
should not give the mistaken impression 
that the necessary data are already be- 
ing collected by all developing and de- 
veloped countries; rather it is a matter 
of concern that use of such estimates 
may detract from the current efforts be- 
ing made to compile accurate and timely 
data on health indicators in the devel- 



oping world. Empirical data continue to 
be essential for identifying problems and 
working out solutions in the area of 
health development. 

It would thus be appreciated if read- 
ers Vh/ould send their comments and .sug- 
gestions for improvint^ the quality of the 
estimates used iu rhis report and thereby 
afisist WHO hy suggesting more reliable 
dam sources for use in the future. 

Frimary somes of data 

Table A " Basic indicators gives data 
ori key health and health -related indi- 
cators relating to the world health situ- 
ation. It contains data for 1993 or for 
the latest available year during the pe- 
riod 1990-1992 in respect of the 189 
WHO Member States (listed in An- 
ueJf /). Data for most of the indicators 
were assetiibled by WHO from the vari- 
ous sources listed; data concerning 
health status and health care were taken 
from WHO publicarion^s oi are esrimates 
made by WHO programmes on the ba- 
sis of information supplied by Member 
St ate s^ Although even' effort was made 
to standardise the data for intemation^d 
ccjmparistins, they may not always be 
comparable between countries. Thus 
care must be taken in interpreting the 
values H 

Table B - Analytical tahulatifms as 
well as Tables 1-6 and Figs 1-6 in the 
report arc based on the valuer given in 
Table A. Figures refer to all 189 Mem- 
bet States, which in 1993 had an esti- 
mated population of 5.6 billion, or 
99.7% of the world population. Tire 
p^^p elation data ate estimates of the 
United Nations Population Division 
following the 1992 population assess- 
ment. These figures serve as deiiomina- 
tors for various rates and weights used 
for computing the aggregate values in 
Tabh B. Further dctaiU arc ^iven in the 
reference worki^ listed in each case im- 
der .Source. 

Maps 1'6 relating respectively to 
poliomyelitis, tuberculosis, cholera, 
malaria, leprosy and HlV/AlDS are 
based on data compiled by WHiO tech- 
nical programmes. 
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L Population and demography 

Datii for population size, growth rate, age 
and sex distribution, median age; popu- 
lation in urban areas and ag:gIomerations 
>10 million; infant momUity rate, life 
expectancy at birth, total fertility rate; 
elderly support ratio (number of persons 
aged 65 or over per 100 persons figed 
20^64). 
Sources: 

(a) World population prrospecis, 1992 re- 
vhion^ New Ytjrk, United Nations, 1993. 
{Values for republics of former USSR 
were obtained from UNFPA J 
(h) World populatum 195C-2025 , 1992 
revmon. New York, United Nations, 
1993. IDatabase.] 

(c) The mts of njoriA population 1994. 
New York, UNFPA, 1994. 

( d ) Woffld urban i zati on pros pec , 1992 
revision. New York, United Nations, 
1993. 

2. Health status 

2.1 Mortality^ mvrhidity and disabiiiPyf 
selected causes. 

Source: WHO. 

2.2 Annual number of reported cases 
refers lo the number of eases of tuber- 
culosis, malaria^ poliomyeUtis, measles 
and neonatal tetanus (target diseases) 
occurring in 1993 and reported by 
WHO Menibet States by the end oi 
1994- 

Source: WHO. 

2.3 Games of deaths among children 
under age 5, 

Source: WHO. 

2.4 Under-5 mortality rate refers to the 
annual number of dc^iths of children 
under 5 years per 1 OOO live births. Mure 
specifically, it measures the probability 
of dying between birth and exactly 
5 years of aj^e. 

Source: UNICEF Tkc state of the ujorld's 
chiUren 1994. New York, Oxford Uni- 
versity Press, 1994. 



2.5 Age-specific death rates fot age 
groups 04. 2049 (male), 2049 (fe- 
male), 65-74 and 75 years ai^d above and 
crude death rates (wurces la and lb - 
su pp 1 e men tar^^ tabu la t ions ) , 

.Source; WHO, 

2.6 Age arui sex standardized death 
rate is obtained by applying the age- and 
sex -specific death rates of a given popu- 
lation to a standard population. In this 
repott the standard population used is 
the average world population for the 
years 1990-1995 {source lb) estimated 
at 5.6 billion. 

Source: WHO. 

2 J Disability-free life expectancy 
(DFLE) refers to the average number of 
years an individual is expected to live 
free of disabilit)^ if cunent patterns of mor- 
tality and disability continue to apply. 
Source. REVES. Global assessment m posi- 
tive heakh-corLtrihution of the network on 
Health Expectancy ard the Disability Pro- 
cess. Montpellier, INSERM, 1994/(Un- 
pub 1 i sh ed doc u m e ri r ) . 

2.8 Maternal mortality rate is the num- 
ber of maternid deaths attributed to 
complications of pregnancy and child- 
birth (within 42 days of termination of 
pregnancy) occurrir>g over a year, per 
iOO 000 live births in that yean In view 
of the paucity of the data and liinita- 
tions in the estimation procedures, the 
data for 1 993 on maternal mortal it^^ in 
Table A ate presented in five broad cat- 
egories: less than 2.5; 25-99; 100-249; 
500 ot more. 

Source: WHO. 

2.9 Percentage of live births with hto 
birth tveight refers to the number of 
newborns weighing less than 2.5 kg at 
birth in a given year pet 100 live births 
in rhat year. 

Source: WHO. 

2. \0 Prevalence cff malnutrition under 
age 5 refers to the percentage of chil- 
dren under 5 years who have a weight 
that is heln w minus two standard devia- 
tions from the median welght-for-age o( 
the reference population. 
Source: World Bank. World development 
report J 994. New York, Oxford Uni- 
versity Press, 1994- 



3. Health care and environment 

3.1 Physicians are defined as graduates 
of a faculty or school of medicine in any 
medical lie Id (practice, teachings admin- 
istration, research, laboratoty, etc). 

(a) WIKT 

(b) World Bank. Social indicators of de- 
velopme.nt J 994. Baltimore, Johns 
Hopkins University Press, 1994. iFor 
Japan and USA.] 

3.2 Nurses are defined as all persons 
who have completed a programme of 
basic nursing education and are quali^ 
fied ^md registered t>r aurhorized by the 
country to provide responsible and com- 
petent service for the promotion of 
health, prevention of illness, care of the 
sick and rehabilitation. 

Source: WHO. 

3.3 Prenatal care refers to the percent- 
age of pregnant women who have had 
at least orie consultation durinj^ preg- 
nancy with a trained health worker. 
Since the numbet of pregnant women 
is generally not available, the number 
of live births is used as the denomina- 
tor. In view of limitations in the esti- 
mation procedures, coverage data in 
Table A are presented in five broad cat- 
egories: less than 40%; 40-59%; 60-79%; 
80-89%^ 90% ot more. 

Source: WHO. 

3.4 Deliveries attended refers to the 
percentage of deliveries attended by per- 
sonnel trained to give the necessary su- 
pervision, care and advice to wotrien 
during pregnancy, labour and the post- 
par tu m pe ri od , i o cond uc t d e l i ver i e s on 
their own responsibility and to care for 
the newborn and the infant. 

Siwct- WHO. 

3 .5 Oral rehydration salts and/or rec- 
ommerided home fluid u^e rate refers 
to the proportion of diarrh(x:a episodes 
in children under a^e 5 reported to have 
received otal rehydration salts (ORS) 
and/oT a recommended home fluid 
(RHF). 

Source: WHO. 
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3.6 Immuniziition cavera^^e ftn BCQy 
DPT3, 0PV3 and measles rcfcr.s re^ 
spectively to the percentages of infants 
survivinj? tu age 1 who have been fully 
imiTiunizcd with BCG, a third dose of 
diphtheria-pertussis- tetanus vaccine, a 
third dose of oral poho vaccine and with 
measles vaccine. Immunizcttwn ayverage 
for TT2 refers to the pcrcentaj^e of preg-^ 
nant women immunized with two ot 
more dosei of tetanus toxoid given dur- 
in^ prt!gnnncy. 

Source; WHO. 

3. 7 Access to safe water refers to the 
pcrc€nta[^e of the population with safe 
drinking-water availahle i.n the home or 
\vit:h reasonable access to trc^itcd surface 
vvaters and untreated hui uncontami- 
natcd water such aj; that from protected 
boreholes, springs and sanitary' wells. 
Access to adequate sanitation refers to 
the percentage population wicb at least 
adequate excreta -disposal facilities thar. 
can effectively prevent huraan^ animal 
and imect contact with excreta. 

(a) WHO. 

(h) UNICEF The state of thfi wjrld's chii^ 
dren 1994 New York, Oxford Univer- 
sity Press, 1994^ 

3.8 Rccdik expenditure per capita re- 
kxA to expenditure - public, parastatal 
(including social insurance) and private 
- incurre*:! in preventive and curative 
health services tor individuals and in 
public health proi^rammes. 

Source: Glohai doynesuc i^.xpi^7\ditures on 
health. Cambridge, Harvard School of 
Public Health, 1993 (Health Transition 
Working Paper Series Na 93.09), 



3.9 Central government expendiUtrcfor 
hetdth refers to public expenditure by 
government offices, departments^ estab- 
lishments and other bodies than are 
agencies or instruments of the central 
authority of a country on h<ispitals, ma- 
ternity centres, dental centres and chiv 
icfe with a major medical component; on 
national health and medical insurance 
schemes; and on family planning and 
preventive care. Where 1992 figures 
were not available, the most recent val- 
ues are given, 

Source: World Bank. World ik.veiopment 
re/x;rt 1 994. New York, Oxford Univer- 
sity Press, 1994. 

4. Education 

4. 1 Adult literacy rate refers ro the per- 
centage of persons aged 1 3 years and 
over who can, with understand in j?, both 
read and write a short simple statement 
on everyday life. For 'Table B, country 
data are weit^hted by the 1992 adult 
pupulntion for adult literacy and by the 
1 992 female adult population for female 
adult literacy. 

Source: World education report J 993. 
Paris^ Unesco, 1993, 

4.2 Qross priinary enrolment ratio. Fig- 
ures for developing countries other dian 
LDCs were estimated from data in 
source table. 

Source: World education report 1993. 
Paris/Unesco, 1993. 

4*3 Percentage of drop-outs from pri' 
mary education refers to the number of 
pupils at primary level who do not reach 
grade 4, divided by the number of new 
entrants to j^rade 1 . Figures for develop- 
ing counrries other than LIX^s wete es- 
timat^^d from data in ?^ource table. 
S>ource: Unesco. Statistical Issues. Febru- 
ary 1992, Division of Statistics. (Docu- 
menr STb,8). 



4-4 Higher enrolment/primary enrol- 
ment ratio refer.^ to ratio of the number 
of students enrcdied at the third level of 
education to the luimber enrolled at the 
primary level. Figures for developing 
countries other than LDCs were esri- 
mated from data in source table. 
Source: World education rt^port J 993. 
Paris, Unesco, 1993. 

4.5 Public education expenditure and 
percentage of gross national product 
(GNP). 

Sourca: World education report 1993. 
Paris, Une&co, 1993. 

5 . Economy 

5. 1 Qross domestic product (QDP) , av- 
erage annual growth rate of QDP per 
capita^ QNP, average annucd growth 
rateofQNP. 

Sources: 

(a) World economic and social survey 
1994. New York, United Narions, 1994- 

(b) World Bank. World development re- 
port 1 994. New York, Oxford Un iversity 
Press, 1994. 

(c) World Batik. Social indicators of de- 
velopmcnt 1994 Baltimore, Johns 
t lopk i n s U n i vers ity Press , 1994- 

52 External dehtfQDP ratio 

Source: World ec(mornic outlook, October 
1994. Washmgton DC, IMF, 1994- 

5.3 Public expenditure on defence per 
capita. 

Source: Sivarld SL, World rnilmry and 
social expenditure 1993. Washington DC, 
United States Government Printing 
Office, 1994. 
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Table AJ. Baskindkatm 

Estimotes ore obtainefJ Of dmed ffom relevont WHO progromms of km mponsMe intemofmol Qgendes for the oreos of their concern^ 



fkH^ni b«r Stales 



Age ettid sex 


Life 


Infani 


Under-5 




PopulaUom 




Tofal 


GNP per tapitii 


Adult nieiDcy 


Health 


ihandardried 


txpedancy 


mortoliry 


mHtslIfy 


Tstdl 






ferrrfity 


US S Averag« 


riitfr 1990 


«xpfrqdit>r« 


death rate 




rat« 




(000) 




urban 


rnte 


annufll 


Bolfi Fnwl 


e per capFta 












Olid above 


areas 




growth fK) 




US$ 




H93 


1993 


1992 


1993 


1993 


1991 


19^0-1995 


1992 19B0-1992 




199* 



Africa 



Mauritius 


751 


70 


21 


24 


1 109 


5.6 


41 


2 


2 700 


5,6 


80 


75 


100 


AmpricaK 




























Argentina 


679 


71 


29 


24 


33 487 


9.4 


87 


2.8 


6 050 


-0.9 ' 


95 


95 


137 


Canada 


466 


73 


7 


e 


27 755 


119 


78 


1.8 


20 710 


1.8 






1 945 


Chiie 


656 


72 


17 


18 


13813 


6.2 


35 


2.7 


2 730 


3.7 


93 


93 


100 


Coiombia 


747 


69 


37 


20 


33 985 


4.4 


71 


27 


1 330 


1,4 


87 


86 


51 


Costa Rica 


479 


76 


14 


16 


3 270 


4.5 


48 


3.1 


1 960 


0.8 


93 


93 


132 


Cuba 


507 


76 


14 


11 


10 907 


38 


74 


1.9 






94 


93 




£1 Salvador 


847 


66 


48 


63 


5 517 


4 


45 


4 


1 170 


0 


73 


70 


58 


Jamaica 


585 


74 


14 


14 


2 495 


6 5 


54 


24 


1 340 


0 2 


98 


99 


83 


Mexico 


698 


70 


35 


33 


89 998 


3.9 


74 


3.2 


3 470 


-0.2 


88 


85 


89 


Panama 


604 


73 


21 


20 


2 563 


5 


54 


2.9 


2 420 


-1.2 


89 


88 


142 


Paraguay 


331 


67 


47 


34 


4 643 


3.6 


49 


4.3 


1330 


-0.7 


90 


88 


35 


Trinidad aid Tobago 


6S2 


71 


20 


22 


1 279 


5.6 


65 


2.7 


3 940 


-2.6 






180 


United States of America 


520 


76 


3 


10 


257 S40 


12.7 


76 


2.1 


23 240 


1.7 






2 765 


Uriguay 


652 


72 


20 


22 


3M9 


12 


89 


2.3 


3 340 


-1 


96 


96 


123 


\/eiezueia 


702 


70 


33 


24 


20 618 


4 


91 


3.1 


2 910 


-0.8 


88 


90 


33 
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Iran (islamic Republic of) 


832 


67 


42 


58 


63 ^80 


3.7 


58 


6 


2 200 


-1.4 


54 


43 


44 


Jordan 


821 


68 


36 


30 


4 440 


2.7 


69 


5.7 






80 


7C 


55 


Kuwait 


521 


75 


12 


17 


1 825 


1.4 


93 


3.7 






73 


67 


541 


Lebanon 


808 


69 


34 


4^ 


2 901 


5.4 


86 


3.1 






80 


73 




Oman 


750 


70 


30 


31 


1 697 


2.8 


12 


67 


6 430 


4'l 






209' 


Saudi Arabia 


768 


69 


31 


4Q 


16 472 


2,7 


73 


64 


7510 


-3.3 


S2 


48 


260 


Syrian Arab Republic 


858 


67 


40 


40 


13 762 


2.7 


51 


6.1 






65 


51 


41 


Tunisia 


828 


68 


43 


38 


8 579 


4.3 


57 


3.4 


1 720 


U 


65 


56 


76 


United Arab Emirates 


667 


71 


22 


22 


1 709 


2 


82 


4.5 


22 020 


-4.3 






472 




























Albania 


583 


73 


24 


34 


3 333 


5.5 


36 


2.7 








... 


26 


Austria 


527 


76 


3 


9 


7 805 


15.4 


59 


1.5 


22 330 


2 






1 711 


Belgium 


525 


76 


a 


11 


10 010 


15.4 


95 


17 


20 830 


2 






1 449 


Bulgaria 


692 


72 


13 


20 


8 926 


13.9 


69 


1.8 


1 330 


1,2 






121 


Denmarl^ 


538 


76 


7 


8 


5 169 


15,6 


35 


1.7 


26 000 


2.1 






1 588 


Estonia 




(I 


13 


24 


J o/o 




/ 1 


A 


2 750^ 


-2.3^ 


100 


100 


223 


Fintand 


544 


76 


6 


7 


5 020 


13.8 


60 


18 


21 970 


2 






2 046 


France 


491 


77 


7 


9 


57 379 


14.5 


73 


1.8 


22 260 


1.7 






1 869 


Germany 


530 


76 


7 


8 


80 606 


147 


36 


15 


23 030 








1 511 


Greece 


458 


77 


9 


9 


10 208 


14.7 


63 


1.5 


7 290 


l' 


93 


39 


359 


iHungary 


788 


71 


14 


16 


10 493 


13.6 


66 


1.8 


2 970 


0.2 






185 


ireiand 


545 


75 


7 


6 


3 481 


11.5 


58 


2.1 


12210 


3.4 






876 


Jsraei 


505 


77 


9 


11 


5 411 


9.5 


92 


29 


13 220 


1.9 






480 


!taiy 


478 


77 


8 


10 


57 826 


15 


70 


1.3 


20 460 


2.2 


97' 


96 


1 426 


Latvia 


730 


72 


10 


26 


2 669 


12.6 


72 


2 


1 930^ 


0.2^ 


100 


99 


220 


Litiiuania 


646 


73 


10 


20 


3 760 


11.6 


70 


2 


1 310^ 


-1.0^ 


98 


98 


159 


Netherlands 


470 


78 


7 


7 


15 270 


12.9 


89 


1.7 


20 430 


1.7 






1 501 


Norway 


481 


77 


8 


8 


4 310 


16.2 


76 


2 


25 820 


2,2 






1 835 


Poland 


707 


72 


15 


16 


38 518 


10.5 


63 


2.1 


1 910 


0.1 






84 


Portugal 


562 


75 


12 


13 


9 870 


13.8 


35 


1.5 


7 450 


3.1 


es' 


82 


383 


Romania 


764 


70 


23 


28 


23 377 


11 


55 


2.1 


1 130 


-1.1 


97 


95 


53 


Spain 


463 


78 


7 


9 


39 153 


14.2 


79 


1.4 


13 970 


2.9 






831 


Sweden 


452 


78 


6 


7 


8 692 


17.6 


84 


2.1 


27 010 


15 






2 343 


Switzerland 


450 


78 


7 


9 


6 862 


151 


62 


1.7 


36 030 


1.4 






2 520 


United Kingdom 


516 


76 


3 


9 


57 626 


15.6 


39 


1.9 


17 790 


2.4 






1 Q39 


South- East Asia 




























Democratic People's Republic 




























of Korea 


706 


71 


25 


33 


23 054 


4.4 


60 


2.4 












Sri Lanka 


659 


72 


24 


19 


17 894 


5.6 


22 


2 5 


540 


2^6 


38 


84 


18 


Thailand 


753 


69 


27 


33 


56 668 


4.2 


23 


2.2 


1 840 


6 


93 


90 


72 
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Age and 


Lrfe 


lifani 






PopukliMi 




Tatol 


GHP per capita 


Adult literacy 


Heallli 




slandordijed 




mortality 


mortalilY 
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%in 


ffiftility 


uss 


Average 


rare 1990 


ex^iditure 




dearh role 


at birth 




rate 


(000) 


frS years 


■rlioi 






ainual 


D«rh 


Female 


per (opEta 




[p«r lOOOOQ) 










and abave 


areas 






fjrowrht^} sexes 




USS 




1990-1 9« 


1993 


1993 


1992 


1943 


19f3 


1992 


1990-1 99S 1995 


l?aiK1992 






1990 


Western Pacif rc^^f^f ?^^f 


























Australia 


478 


77 


0 

O 


9 


17 843 


1 1 ,o 


O J 


1.9 


17 260 


1.6 






1 294 


China 


699 


TH 

M 




43 1 205181 


c 

D 




2.2 


470 


7.6 


78 


63 


11 


Japan 


420 


r \7 




6 


124 959 


13 


77 


1.7 


28 190 


3,6 






1 53S 


Malaysia 


694 


71 


14 


19 


19 239 


3.9 


45 


3.6 


2 790 


3.2 


73' 


70 


71 


New Zealand 


526 


76 


9 


10 


3 487 


11 


34 


2,1 


12 300 


0.6 






925 


Philippines 


943 


65 


39 


60 


66 643 


32 


44 


3.9 


770 


-1 


90' 


90 


15 


Repubiic of Korea 


747 


71 


21 


9 


44 508 


5.1 


74 


1.8 


6 790 


a.5 


96 


94 


365 


Singapore 


568 


75 


7 


7 


2 798 


61 


100 


1.7 


15 730 


5.3 






215 


Viet Mam 


977 


65 


38 


49 


70 902 


4.3 


20 


3.9 






86 


84 


3 



Angola 
Benin 

Burl<ina Faso 

Burundi 

Cameroon 

Central African Republic 

Chad 

Congo 

Cote d'lvoire 

Gabon 

Gliana 

Guinea 

Guinea-Bissau 

Kenya 

Liberia 

Madagascar 

Maiawi 

Mail 

Mauritania 

Mozambique 

Namibia 

Niger 

Nigeria 

Rwanda 

Senegai 

Sierra Leone 

Togo 

Uganda 

United Repylslic of Tanzania 
Zaire 

Zambia 
Zimbabwe 

AiUBf icas 

Haiti 

Eastern Mediterranean 

Afghanistan 
Pakistan 
Somalia 
Sudan 

Yemen 
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y (qo 


0 


1 / 
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Q 


7 
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1 /y 
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C 
0 


D.O 




1 T 

1 .0 


fkC\ 
□U 
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1 366 


56 


64 


117 


12 547 


36 


42 


57 


820 


-1.5 


54 


43 


27 


1 yuD 


Hi 


ind 


1 / y 






HO 


u.^ 


41 n 

1 1 u 


-1.5 


38 


25 


18 


1 883 


48 


121 


209 


6 010 


3.6 


34 


5-9 


220 


34 


30 


18 


12 


1 603 


51 


81 


110 


2 441 


34 


42 


6.3 


1 030 


-0,8 


57 


44 


50 


1 612 


51 


91 


124 


13 397 


2.6 


42 


7.4 


670 


-4.7 


54 


40 


28 


1 571 


54 


93 


158 


1 279 


5.8 


47 


5.3 


4 450 


-3.7 


61 


49 


164 


1 363 


56 


80 


170 


16 446 


2.9 


35 


6 


450 


--0.1 


60 


51 


15 


2101 


45 


133 


230 


6 306 


26 


27 


7 


510 




24 


13 


17 


2182 


44 


139 


239 


1 028 


4.2 


21 


5.3 


220 


i^6 


37 


24 


16 


1 176 


59 


65 


74 


26 090 


2.9 


25 


6.3 


310 


0.2 


69 


59 


16 


1 371 


55 


126 


217 


2 345 


3J 


47 


6.8 






40 


29 


14 


1 452 


56 


110 


163 


13 259 


2.9 


25 


6.6 


230 


-2^4 


80 


73 


7 


2 040 


45 


140 


226 


10 694 


2.6 


12 


7.6 


210 


-0.1 






11 


1 985 


46 


158 


220 


10137 


2.6 


25 


7.1 


310 


-2.7 


32 


24 


15 


1 351 


48 


116 


206 


2 206 


3.1 


49 


6.5 


530 


-0.8 


36 


27 


18 


1 928 


47 


143 


287 


15 322 


3.3 


30 


6,5 


60 


-3.6 


33 


21 


5 


1 241 


59 


69 


79 


1 564 


3.5 


29 


6 


1 610 


-1 






45 


1 954 


47 


123 


320 


8 529 


2.5 


21 


7.1 


280 


-4.3 


28 


17 


16 


1 559 


53 


95 


191 


119 328 


2.6 


37 


6,4 


320 


-0.4 


51 


40 


10 


1 955 


47 


109 


222 


7 739 


2.3 


S 


8.5 


250 


-0.6 


50 


37 


10 


1 751 


49 


79 


145 


7 948 


2.9 


41 


S.1 


780 


0.1 


38 


25 


29 


2 216 


43 


142 


249 


4 494 


3.1 


34 


6.5 


160 


-1.4 


21 


11 


4 


1 427 


55 


85 


137 


3 835 


3.2 


29 


6.6 


390 


-1.8 


43 


31 


18 


2 310 


43 


101 


185 


19 246 


2.5 


12 


7,3 


170 




48 


35 


8 


1 653 


51 


100 


176 


28 733 


2.5 


22 


6.8 


110^ 








4 


1 603 


51 


93 


188 


41 166 


2.9 


28 


6.7 




-1.8 


72 


61 


5 


2131 


45 


B2 


202 


8 335 


2.3 


42 


6.3 






73 


65 


17 


1348 


56 


61 


86 


10 898 


2.8 


30 


5.3 


570 


-0^9 


67 


60 


39 


1 373 


57 


86 


133 


6 893 


4 


30 


4.8 




-2.4 


53 


47 


27 


2 294 


44 


161 


257 


20 547 


2.7 


19 


6.9 






29 


14 




1 215 


59 


96 


137 


123 057 


2.9 


33 


6.2 


420 


31 


35 


21 


12 


1 927 


47 


121 


211 


9 517 


2.7 


25 


7 






24 


14 


8 


1 600 


52 


98 


166 


27 407 


2.9 


23 


6 






27 


12 


34 


1 579 


53 


105 


177 


12 977 


2.4 


31 


7.2 






e 


f 


20 



Sotilti- East As[a^^^^pl|^^?^^H^p:p' 

Bangladesh 
Bhutan 
Myannnar 
Nepal 



1 554 


53 


107 


127 


122 210 


3 


18 


4.7 


220 


1.5 


35 


22 


7 


1 851 


49 


125 


201 


1 650 


3.3 


6 


5.9 


130 


6.3 


38 


25 


10 


1 312 


58 


81 


113 


44 613 


4 


25 


4.2 






81 


72 




1 534 


54 


98 


128 


21 086 


3.1 


12 


5.5 


170 


2 


26 


13 


7 



iEE 



Stales 



Ajp and i«k 
slondordiz^d 
dMirh rale 
(p«r 100 000} 



Life 
«xpe(tanq 
at hirlh 

1993 



Infvnt \}wiw-S 
mertalitf martalit]^ 
rat» nti 



mi 



{my 

1993 



65 ywrs 



Total GNPparnflta 

feftiiriy " 
mfe 



US $ Averags 



Aduft iteraqr 

rata 19?Q 
Bith 



1993 



1992 1990- IMS l«2 



growrh(%} ita^s 



par capita 
1990 



Western Paciftfi ^ 



Cambodia 


1 692 


51 


115 


184 


8 997 


27 


12 


4.5 






35 


22 




Lao People's Democratic 
























Republic 


1 712 


51 


96 


145 


4 605 


3 


20 




250 








5 


Papja New Guinea 


1 670 


56 


53 


77 


4149 


2.6 


17 


4.9 


950 


0 


52 


38 


37 


I^HO Member States meeting at least one af the values abave tbe hBaltb-for-all targets^ 












Africa 




























Alger fa 


913 


66 


60 


72 


27 070 


3.5 


53 


4.9 


1 840 


— n ^ 


Df 




1 4y 


Botswana 


1 127 


61 


60 


53 


1 352 


3.3 


27 


5.1 


2 790 


R 1 


7A 




1 jy 


Cape Verde 


B58 


68 


42 




395 


4.1 




4.3 


850 




Of 




fid 


Lesotho 


1 132 


61 


78 


156 


1 882 


3.9 


21 


4.7 


590 


— y,0 




' ' ■ 


Oft 


South Af rica 


1 02B 


63 


52 


70 


40 774 


4 


50 


4.1 


2 670 


0.1 






141 


nil] Cfi U4 5 . . ^tfii ^Hzt'i'h-^ 




























Bahamas 


652 


72 


22 




268 


4.1 




2 


12 070 


1 


... 






Barbados 


519 


76 


10 




260 


11.9 




1.8 


6 540 


1 
1 








Bolivia 


1 102 


61 


84 


118 


7 705 


3.8 


52 


4.6 


680 


^1 ^ 
^ 1 .0 




71 




Brazil 


347 


66 


56 


65 


156 578 


5 


76 


2.7 


2 770 


U.H 


HI 


on 


i AG 


Dominican Republic 


305 


68 


56 


50 


7 621 


3.7 


62 


3.3 


1 050 


— L.u 


HI 


QO 
0^ 


Jo 


Ecuador 


836 


67 


57 


59 


11 310 


3.9 


58 


3.6 


1 070 


— U .o 


07 

Of 


(tA 

OH 


44 


Guatemala 


916 


65 


49 


76 


10 029 


3.4 


40 


5.4 


980 


-1.5 


55 


47 


27 


Guyana 


923 


65 


46 




816 


3.9 




2.5 


330 


-5.6 


96 


95 


42 


Honduras 


871 


66 


59 


58 


5 628 


3.3 


45 


4.9 


580 


—U.J 


/ 0 


74 

/I 


qZ 


Nicaragua 


631 


66 


57 


76 


4 114 


3.1 


61 


5 


340 


-5.3 






34 


Peru 


944 


64 


76 


65 


22 913 


4 


71 


3.6 


950 


-2.8 


85 


79 


61 


Suriname 


732 


70 


28 




446 


4.3 




2.7 


4 280 


-3.6 


95 


95 


93 


cctaicrn ivictfiicrifincai] 




























Bahrain 


608 


71 


14 




548 


2.4 




3.8 




O.D 


77 

f i 


Oil 


gi£4 


Cyprus 


476 


77 


g 




723 


10.2 




2.3 


9 820 


0 






D4 


Egypt 


1 085 


62 


55 


55 


56 060 


4.1 


44 


41 


640 


1 


Ait 






Jraq 


879 


67 


54 


80 


19 918 


2.9 


73 


5.7 






fin 
DU 


AQ 




Libyan Arab Jamahiriya 


1 021 


63 


68 


104 


5 048 


2.5 


84 


6 4 








jU 




Morocco 


1 010 


63 


68 


61 


26 954 


3.8 


47 


4.4 


1 030 


\ .4 




Jo 


OR 


Qatar 


628 


70 


26 




466 


1.5 




4.4 


16 750 


—110 






DCfU 


Fiirriinp -"ssi:"T 

cur LI|J C : ; ;S**: : ; 




























Armenia 








34 








2.6S 


780^ 




99 


93 


152 


Azerbaijan 








53 








2.8^ 


740^ 




97 


96 


99 


Belarus 








23 








23 


2 930^ 




93 


97 


157 


Czech Republic 








12 










2 450 


... 








Georgia 








29 








2.3^ 


850^^ 




QQ 

yy 


yy 


i ^O 


Iceland 


442 


78' 


5 




263 


10 6 




2.2 


23 8B0 


1 .0 






1 004 


Kazaklistan 








50 








3S 


1 680^^ 




yo 


yb 


1 04 


Kyrpyzstan 








60 








43 


820^ 




97 


96 


118 


Luxembourg 


538 


75 


8 




380" 


13^9 




1.6 


35160 


3.3 






1 662 


Malta 


511 


76 


9 




361 


10.8 




2,1 




3.8 






349 


Republic o1 Moldova 








36 








2.6^ 


1 300 ^ 




96' 


94 


143 


Russian F&deration 








32 








2.P 


2 510^ 




99 


98 


159 


Slovakia 








14 










1 930 










Turkey 


841 ' 


67' 


57 


87 


59 577 


4^6 


64 


3.5 


1 980 


Z9 


8l' 


7l' 


76 


Ukraine 








25 










1 820 




98 


97 


131 


Uzbekistan 








68 










690 = 




97 


96 


116 


South -East Asia 




























India 


1 145 


61 


86 


^2A 


896 567 


4.7 


26 


3.9 


310 


3.1 


48 


34 


21 


Indonesia 


1 009 


63 


65 


111 


194 617 


4.2 


30 


3.1 


670 


4 


82 


75 


12 


Maldives 


997 


64 


54 


78 


234 


4.3 




6.2 


500 


6.8 








Mongolia 


996 


64 


59 


SO 


2 371 


3.2 


59 


4.6 










53 



THf WORLD miTH REPORT 1995 



StdTes 



Age Old su 


Lif< 


Infint 






Population 




Talal 








nHridllrY 


lolal 


% tiged 


%in 


fertililY 


dfiutli rtte 


tir birrh 


role 




{{JOOJ 




urian 


rare 


(|Wi m m) 












areas 






im 


1993 


1992 


mi 


1993 


1992 


1W0-19« 



Talal GWP percnpit B Adult Hleracv Health 



Qititual Borh FeiMk p?r<aprta 
19M-1992 1990 



Brunei Daryssalam 
Fiji 

Solomon Islands 

Africa 

Comoros 
Equatorial Guinea 
Eritrea 
Ethiopia 
Gambia 

Sao Tome and Principe 
Seychelles 
Swaziland 

Americas 

Antigjasnd Barbuda 
Belize 
Dominica 
Grenada 

Saint Kitts and Nevis 
Saint Lucia 
Saint Vincent and the 
Grenadines 

Eastern Mediterranean 

Djibouti 

Bosnia and Herzegovina 
Croatia 
Monaco 
San Marino 
Slovenia 
Taj iici Stan 

The Former Yugoslav 

Republic of Macedonia 
Turknnenistan 
Yugoslavia 

Western Pacifit5^^v§?i-: 

OdoI< Islands 
Kiribati 

Marshall Islands 
Micronesia (Federated 

States of) 
IMauru 
Miue 
Samoa 
Tonga 
Tuvalu 
Vanuatu 



510 
631 

790 



74 
72 
70 



5 

23 

27 



276 

747 
354 



47 
3.7 

2.B 



3.1 

3 

5.4 



2 010 
710 



0.3 
3.3 



70 
117 




1 812 



111 



110 
^81 



1990 



102 



2.7 



6.6 



28 
23 



85 

9l' 



6 540 
5.4^ 490^ 



4.6^ 1 230^ 



■ r^-. ^ 



98 97 100 
98 97' 125 



17 
75 
51 

114 
10 
2 

158 
98 
13 

161 



700 



940 
1 430 

1210 



20 
63 

67' 



^ nguFK in italics arc rtiflfllesi availobl^ond natkta 7fiT(s) 5ped'^^^^ 

^ ni& riiree forests in WHO's strategy for heallh for all by fhe yeor 5(}[)0 relpting to heEilt^i stotus ore: life expectancy at birth abcve 60 ystrs; Enftmt msftdily rate k\vN SO [wr 1 000 liv& births; m(3r1ali^y rnte beioiv 70 

per 1 COO live birtlis. Esti mates of un()&r-5 nwrtnlity ratfl far lass populous (Otintries \\m Iweri ejicltjderJ. 
^ Estimales for republks of fmrner USSR are sulifetT to more than the usual range ^ ui coflairty ond slioulrl regorrie^! os pf^lniintiy. 
^ eWFdata are for United Republic oFFonzariiD [mcinlondj orlv. 

^ Pte^ious figures for adult litiefflty [hoJti seitej) wEce: fcrmer Dem^crDiicYerrifin [39.1); frjrmer Y^mun Aroli R&piliJic (33.5). 
^ devious figures for aiiult liti&rocy [fetnole) vtm: forme' Dflmotratic Yen en (26. 1 ); former Vemen ftrah Republic (26.3) . 
^ EstiriMtes for repwblic5 of farmer USSR 'fm oblaineil fram UNFPA. 
... Dcitd not avDiiubie or no^oppl'fohk 



Table A2. Bask indicators 

Estimtes m obtoined or demd fm lelevont WHO progwmes Of ffom fesponsibh intemotioml ogendes for the oteos of then concerff 



WW)) 
Arrfca 



% af tolnl 


Preimtil 


Deliveries 


Mfltttnal 




cenlrirl 


tare 


attended 


mortality 


live birth; 


gDV«rnni«iir 


mof 


f%of 


(per 


with lew 


expenditire 




live 


10O 000 


birth 


for hralrh 


births] 


births) 


liv£ births J 


weight 


lMl-1992 


1990 


1990 


i993 


1990 



Immuni lotion nverage {%) 1993^ 



ChildrBi imirvniied by 
age 1 2 months 

DPT3 0PV3 



0R5 
.... and/or 
Pregnoir AHF vse 
wonten rare^ 

m 

Nlcosiei' Tetoivs toxoid 1 993 



Mauntl J5 


8.1 


>90 


05 


25-99 


9 


67 


88 


38 


84 


79 




\AinerJca$ 








Sfife *■ ■■ ■■, '•'345? *V • *< 








■- 








Argentina 


3 


40-59 


92 


25-99 


6 


96 


79 


80 


95 




80 


Caiada 




>90 


100 


<25 


6 




85 


85 


85 






unii6 


11.1 


>90 


98 


25-99 


7 


97 


94 


94 


93 




90 


UOIumDia 




60-79 


71 


25-99 


10 


94 


83 


85 


94 


14 


40 


Costa Rica 


32 


>90 


97 


25-99 


7 


97 


86 


87 


82 


90 


78 


Cuba 




>90 


99 




fi 

u 




1 nn 




yo 




ou 


Ef Salvador 


7"3 


60-79 


85 


250-499 


11 


79 


79 


79 


86 


47 


45 


Jamaica 




>90 


90 


25-99 


11 


99 


91 


93 


80 




10 


IVjcXIGO 


1 y 


b0-7y 


69 


25-99 


12 


95 


91 


92 


91 


42 


87 


Panama, 


21.8 


60-79 


84 


25-99 


10 


91 


81 


83 


92 


24 


70 


Paraguay 


4,3 


80-89 


66 


100-249 


8 


95 


79 


80 


96 


87 


52 


Triiidad and Tobago 




>9D 


98 


25-99 


10 




81 


78 


87 


19 


75 


Unlt&d States o1 America 


16 


>9C 


99 


<25 


7 




83 


72 


Bg 




Uruguay 


5 


60-89 


96 


25-99 


3 


99 


8S 


88 


30 


13 


96 


Verezusia 




60-79 


97 


25-99 


9 


82 


69 


75 


63 




80 


Eastern Meditarranean 
























Iran (fstamic RspubliQ of) 


7,6 


4D'59 


70 


100=249 


9 


100 


99 


99 


96 


82 


85 


Jordan 


5,2 


80-89 


87 


25-99 


7 




94 


94 


38 


31 


53 


Kuwait 




>90 


97 


<25 


7 


99 


99 


99 


37 


36 


10 






80-89 




25-99 


10 




87 


87 


55 




45 


Omsn 


5.7 


80- B 9 


75 


1 00-249 


10 


99 


96 


96 


94 


85 


72 


Saudi Arabia 




80-89 


90 


25-99 


7 


94 


94 


94 


92 


62 


90 


Syrran Arab Republic 


1.9 


60-79 


61 


25-99 


11 


91 


90 


90 


36 


50 


95 


Tunisia 


6.6 


60-79 


70 


25-99 


8 


SI 


98 


98 


89 


50 


22 


United Arab Emirates 




>90 


99 


25-99 


6 


98 


90 


90 


90 




81 


■ lurapfl' ■ •^ ■ 
























Al baria 




>90 




25-99 


7 


82 


96 


98 


76 






Austria 


13 


>90 




<25 


6 




90 


90 


60 






BeJgijm 




>90 


too 


<25 


6 




85 


100 


67 






Bulgaria 


48 


>90 




25-99 


6 


98 


98 


97 


87 








1 .1 


>90 


100 


<25 


6 




88 


95 


81 






Estonia 








25-99 




99 


79 


84 


74 






Finland 




>m 


100 


<25 


4 


99 


99 


100 


99 






France 


16 


^90 




<25 


5 


78 


89 


92 


75 






Germany 




>90 


100 


<25 


6 




75 


90 


70 






Greece 


8.7 


>90 




<;25 


6 




54 


77 


76 






Hungary 


IB 


>90 




<25 


9 


100 


99 


99 


99 






Ireiand 


13 


>90 




<25 


4 




65^ 


63 


73 






Israol 


44 


>90 


99 


<25 


7 




91 


91 


96 






Italy 




>90 


100 


<25 


5 




95' 


98 


50 






Latvia 








25-99 




91 


79 


83 


30 






Lithuania 








25-99 




98 


92 


97 


94 






Netherlands 




>9b 


100 


<25 


4 




97 


97 


95 






Norv/ay 


10,3 


>90 


100 


<25 


4 




98 


98 


96 






Poland 




>90 




<25 


8 


95 


95 


95 


95 






Portugal 


6 


>90 


93 


25-99 


5 


92 


92 


91 


94 






Romania 


95 


>90 




25-99 


7 


93 


91 


91 


99 






Spain 


7 


>90 




<25 


4 




87 


88 


90 






Sweden 


0.8 


>90 


100 


<25 


5 




99^ 


99 


95 






Switzerland 




>90 


99 


<25 


5 




89 


95 


83 






United Kingdom 


118 


>90 


100 


<25 


7 




91 


93 


92 







m WORLD HEALTH ftiPOfiT 1995 



Stixte& 



% uf total PreRotql 

central <are 

governmenr (% of 
expenditure liv« 

far health births) 
199M992 1990 



attended 
{% of 

live 
births) 

1990 



Meternpl <^ ot 

mnrlQlIfy live birtb 

(per with kw 
100 000 bfrrh 
live bfiths) weight 

}m 1990 



ImMinliatlon coverage i%) ^ 993'' 



OiiMrai iimniiiiited by 
age 12 Months 



BCG 



0PT3 0PV3 



ORS 
_. aid/or 
Pregnant IHF use 
mfoniHi rote^ 

. (%) 

Measles'* Tetanus toxafd im 



SDUtti-East Asia^i^llpS 

Democratic People's 
Republic of Korea 
Sri Lanka 
Thailand 

Western Pacifi^^pg^ 

Australia 

China 

Japan 

Malaysia 

New Zealand 

Philippines 

Republic of Korea 

Singapore 

Viet Nam 



WHO Member States tiot meeting all three heah 
Africa ''-^-i'^'^M 





>90 


99 




60-79 


94 


8.1 


50-79 


66 








12.7 


>90 


99 




30-89 


95 




>90 


100 


s'g 


60-79 


98 


12.1 


>90 


100 


4,1 


60-79 


55 


1.2 


80-89 


89 


6.2 


>90 


99 




>90 


90 



Angola 


... 


<40 


Benin 




en 7Q 


Burkina Faso 




<40 


Burundi 




60-79 


Cameroon 


14 


60-79 


Central African Republic 




60-79 


Chad 




<40 


Congo 




<40 


Cfite d'lvoire 




40-59 


Gabon 




60-79 


Ghana 




80-B9 


Guinea 




<40 


Guinea-Bissau 


14 


<40 


Kenya 


54 


60-79 


Libena 




80-39 


Madagascar 


6^6 


60-79 


Malawi 


7.S 


60-79 


Mall 




<40 


Mauritania 




<40 


Mozambique 




40-59 


Nannibia 


9J 


80-89 


Miger 




<40 


lyigene 




60-79 


Rwanda 




80-89 


Senegal 




60-79 


Sierra Leone 




<40 


Togo 




60-79 


Uganda 




SO -89 


Jnited Republic of Tanzania 




>90 


Zaire 






Zambia 




^90 


Zimbabvi/e 




>90 


Ani e ri cas , . '-'^W^^^ 






Haiti 




60-79 


Eastern Medilerraii^vS^illPS^ 


Afghan istan 




<40 


Pakistan 


i' 


<40 


Somalia 




40-59 


Sudan 




60-79 


Yennen 




<40 



25-99 
25-99 
100-249 

<25 
100-249 
<25 
25-99 
<25 
100-249 
25-99 
<25 
100-249 





















on 




yy 


Q7 


0 J 




ftp 








84 


76 


13 


96 


S3 


83 


78 


75 


65 
















6 




95 


72 


86 






9 


93 


95 


95 


94 


2 


22 


6 


93 


87 


943 


69 






10 


100 


87 


89 


84 


86 


47 


6 


20 


81 


68 


82 






15 


90 


83 


89 


88 


70 


59 


9 


72 


74 


74 


93 






7 


98 


92 


92 


87 






17 


94 


91 


91 


93 


71^ 


52 



15 
45 
41 
19 
64 
66 
15 

40' 
79 
40 
25 

50 

58 
58 
50 
30 
20 
25 
68 
15 
37 
22 
41 
25 
42 
38 
53 

51" 
70 

■ 

78 





V.V.. 

"■'■•y-- ' '.V': 






:"y:^-":y: 


'■"■■y-' :y:y y-y 


■my 


>500 


19 


53 


30 


28 


47 


14 


48 


250-499 


15 


85 


73 


73 


66 


77 


28 


>500 


21 


63 


75 


76 


41 


34 


15 


>500 




72 


69 


69 


67 


56 


49 


250-499 


13 


41 


33 


33 


33 


7 


84 


>500 


15 


85 


45 


45 


32 


81 


24 


>500 




34 


10 


13 


25 


6 


15 


250-499 


16 


63 


54 


54 


47 


53 


67 


250-499 


14 


53 


50 


50 


52 


51 


16 


250 499 


12 


97 


66 


66 


65 


52 


25 


250-499 


14 


70 


49 


43 


50 


14 


44 


>500 


21 


76 


55 


55 


57 


61 


82 


>500 


20 


100 


65 


64 


52 


41 


26 


250-499 


16 


93 


86 


85 


81 


71 


69 


250-499 














15 


>500 


10 


82 


65 


63 


50 


36 


26 


>500 


20 


93 


86 


84 


82 


66 


50 


>500 


17 


77 


46 


46 


51 


45 


41 


>500 


11 


84 


44 


44 


49 


36 


54 


>500 


20 


66 


49 


49 


62 


24 


60 


250-499 


12 


91 


69 


33 


76 


45 


75 


>500 




30 


18 


18 


18 


43 


17 


250-499 


16 


40 


29 


29 


34 


33 


80 


>500 


17 


94 


85 


85 


81 


83 


36 


£500 


11 


69 


52 


52 


46 


30 


27 


>500 


17 


79 


63 


63 


67 


81 


60 


250-499 


20 


75 


53 


53 


47 


77 


33 


>500 




98 


71 


70 


68 


83 


45 


>500 


14 


90 


77 


78 


77 


72 


83 


>500 


15 


65 


32 


31 


31 


29 


46 


>500 


13 


69 


48 


47 


47 


17 


90 


250-499 


14 


82 


73 


72 


72 


50 


82 



^500 



15 



48 



30 



24 



9 >500 

35 250499 

2 >5oa 

69 >500 

16 ^500 



20 
25 
16 
15 
19 



21 
87 
31 
61 
57 



23 
74 
18 
51 
54 



23 
74 
18 
51 
54 



19 
71 
30 
49 
51 



23 20 

2 26 

46 59 

5 73 

9 47 

12 6 



HE 



Amxs-sjATims 



% of totBl 


PreiMtol 


Delhreries 


Mqtftriwl 




central 


care 


altendetf 




live biitlif 


gflv«rnineii1 


(%of 


{%(if 


(per 


WFth low 


«Kpfn(iitur« 


live 


irve 


10D m 


birth 


for keM 


birrhs] 


blithe) 


\we births) 


weight 


mi-1992 


im 


mo 


\m 





Chlldroii IniMunfzaJ by 
vge 1 2 moflTtbs 



DR5 

oirf/or 
Pr«gittiiti RHF v$e 
ratfl^ 
1%I 
1993 



Sdutti'East Asia 



Bangladesh 


4.8 


<40 


7 


>500 


50 


95 


74 


92 


71 


73 


26 


Bhulai 


4.8 


<40 


20 


>500 




79 


72 


73 


58 


45 


85 


Myanmar 


68 


80-89 


70 


250-499 


16 


96 


64 


41 


44 


66 


37 


Nepal 


4,7 


<40 


6 


>500 




59 


60 


60 


55 


12 


14 



Western Pacif li^^^^^:?^^^^^ 



Cambodia 




<40 




>500 




57 


35 


36 


37 


22 


6 


Lao People's Democratic Republic 




<4G 


20 


>50O 


18 


42 


25 


26 


46 


24 


55 


Papua Mew Guinea 


7.9 


60-79 


43 


>500 


23 


65 


37 


36 


51 


27 


51 



:lR(Nd Member Slates meeting at least one of the values above the health-tor-all targets^ 



Miica 




Algeria 




<40 


78 


100-249 


9 


87 


73 


73 


69 


38 


Botswana 




>90 


77 


100-249 


B 


50 


59 


58 


58 


46 


Cape Verde 




>90 


50 


1 00-249 




100 


100 


100 


95 


98 


LesotHo 


1l"5 


50-39 


60 


250-499 


1l" 


97 


60 


S2 


85 




South Africa 




>90 


90 


25-99 


12 


66 


79 


79 


85 


26 



27 
64 
5 
42 



Americas: 



Bahamas 








25-99 


7 


87 


91 


91 


88 


66 


54 


Barbados 




>90 


98 


25-99 


10 


95 


86 


88 


52 


100 


15 


Bolivia 


8.2 


40^59 


55 


250-499 


12 


84 


81 


83 


81 


47 


63 


Brazil 


6.9 


60-79 


73 


100-249 


11 


90 


69 


92 


78 


62 


63 


Dominican Republic 


14 


>90 


92 


100-249 


15 


84 


57 


82 


100 


07 


37 


Ecuador 


11 


60-79 


84 


100-249 


13 


99 


76 


79 


73 


19 


89 


Guatemafa 


9.9 


40^59 


89 


250-499 


14 


69 


76 


77 


68 


33 


24 


Guyana 




<40 




250-499 


17 


94 


93 


92 


90 


47 


3f 


Handuras 




60-79 


31 


250-499 


9 


92 


94 


95 


94 


48 


70 


Nicaragua 




>90 


73 


100-249 


13 


94 


78 


94 


83 


49 


40 


Peru 


5.6 


60-79 


60 


100-249 


11 


87 


84 


86 


75 


21 


31 


Suriname 




>^ 


91 


100^249 


13 




76 


73 


61 


99 


63 


Eastern Mediterraneaii 




















Bahrain 




>90 


97 


25-99 


6 




96 


96 


90 


48 


73 


Cyprus 




>90 


98 




6 




95 


55 


83 


57 


60 


Egypt 


28 


40-59 


35 


100-249 


10 


95 


89 


39 


89 


78 


34 


[raq 




40-59 


60 


25-99 


15 


99 


84 


84 


S3 


55 


70 


Libyan Arab Jannahiriya 




60-79 


76 


25-99 




99 


91 


91 


89 


45 


30 


Morocco 


3 


<40 


31 


100-249 


9 


91 


86 


86 


83 


87 


14 


Qatar 




>90 


99 


25-99 


5 


99 


90 


90 


87 




20 



Eijrape 



V" ..-v. 



Armenia 






25-99 




88 


85 


92 


93 






Azerbaijan 






<25 




94 


72 


70 


84 






Belarus 






25-99 




94 


86 


91 


96 






Czech Republic 










93 


9S 


99 


93 






Georgia 






25-99 




63 


45 


45 


58 






Iceland 


I ^90 


100 


<25 


3 




98 


99 


98 






Kazakhstan 






25-99 




93 


76 


69 


91 






Kyrgyzstan 






25-99 




95 


60 


69 


93 






Luxennbourg 


>90 


100 


<25 


4 




90 


90 


80 






Malta 






<25 


4 


77 


63 


83 


90 






Republic o1 Moldova 






25-99 




96 


87 


97 


92 






Russian Federation 






25-99 




87 


65 


82 


B8 






Slovakia 










91 


99 


99 


98 






Turkey 


is 40-59 


76 


25-99 


8 


59 


65 


65 


62 


20 




Ukraine 










89 


90 


91 


94 






Uzbekistan 






25-99 




89 


58 


51 


91 







im WORLD mtm refort ms 





% of total 


Pr«nald 




JIlaheniDl 






QVitral 


cure 


otteiHled 


mortality 


iiv* Pirrns 




goveritNient 


{% of 






with low 


Mmber States 


expeidrture 


ivc 


live 


]0Q 000 


brnh 






birttis} 


births] 


live births) 


weight 








1990 


1993 

















ImmuniifliQit coverage t%} 1991'' ORS 

oniyor 

Pregiioitl ftHF use 
rate^ 

{%) 

BCG DFT3 0PV3 Measles^ T«}iiiiu¥ toxoid 1993 



CMIdr^N immunized hy 
age 1 2 months 



India 


1.6 


40-59 


32 


250-499 




92 


90 


90 


B5 


7B 


37 


Indonesia 


2.8 


60-79 


40 


250-499 


14 


94 


89 


95 


93 


67 


78 


Maldives 








250-499 




89 


90 


97 


86 


94 


27 


Mongolia 




>9d 


99" 


100-249 


10 


84 


30 


66 


84 




65 



Western Paclftef^^w;-^^^^^: 
Brunei Darussalam 
Fiji 

Solonnon Islands 



^90 



96 



25-99 
250-499 



12 

20 



Africa 








Comoros 


... 60-79 


24 


250-499 


Equatorial Guinea 


<40 


58 


>500 


Eritrea 








Ethiopia 


40-59 


10 


>500 


Gambia 


>90 




>500 



Sao Tome and Principe 
Seychelles 
Swaziland 

Amerlcasv^^g^l^l^^ 
Antigua and Barbuda 
Belize 
Dominica 
Grenada 

Saint Kitts and Nevis 
Saint Lucia 

Saint Vircenl and the Grenadines 
Ea sto rn Me d Ite rranea b 

Djibouti 
Ettrope 
Bosnia and Herzegovina 
Croatia 
MonacD 
San Manno 
Slovenia 
Tajikistan 

The Former Yugoslav 

Republic of Macedonia 
Turkmenistan 

Yugoslavia 

Cook Islands 
Kiribati 

Marshall Islands 
Micronesia (Federated States of) 
Nauru 
Niiie 

Sannoa 
Tonga 
Tuvalu 
Vanuatu 



80-89 



250-499 



60-79 



79 100-249 



<25 
100-249 



25-99 



>90 



100 

33 



99 

76 



100 
74 



93 

76 



100 
60 



16 
20 
7 
10 
10 

8 

10 

10 
8 
B 



94 

75 

46 
97 
97 
100 
97 



5& 

57 



13 

69 
48 

too 

31 



94 
99 
66 

95 

too 



11 



51 

20 

92 
100 

96 
69 

87 
94 
81 

m 

94 
87 
38 
50 
93 

100 
82 
96 

100 
84 



60 


60 


60 


76 


76 


70 


£.0 


CO 




81 


84 


66 


78 


78 


69 


96 


96 


92 


39 


86 


85 


inn 

1 uu 


1 uu 


inn 


00 


RQ 

09 


00 


QO 








4? 1 


99 


100 


100 


100 


C17 


07 




100 

■V , . 


100 


too 


69 


69 


68 


Vv\ 






58 


65 


52 


85 


85 


90 


98^ 


9B 


98 


100 


100 


100 


98 


98 


9Q 


82 


74 


97 


70 


94 


96 


71 


92 


84 


79 


81 

"^^^^ 


75 

'mm 


100 


100 


100 


86 


100 


89 


56 


52 


36 


79 


78 


76 


74 


74 




100 


100 


loii' 


81 


81 


81 


100 


100 


87 


69 


79 


64 


77 


11 


66 



70 
40 



51 
50 

85 

.mm. 



70 
5 
75 
93 

56 



80 
78 
9 
44 



44 

68 
16 
47 



^ Figtirss in itnlcs are M kiM avmlcble and m\ for tha 'fm{^] ^wcf ImI. 

Figures refer to BC6, diphtiBria-psrlTissfe'Mafliiis (third dose), oral poliovimt frtiirJ dose), measles oad letnrws toraid. 
^ Figures refer lo use of m\ retiyorotion salt; {iiid/or "etofrtmanderl home fluid. 

n sQm& c(iuntTia& mea^le^ irmturiizarion is given or later tlKin, 1 2 rronihi GTid up to 2 yeois. 
* Ihe tfiree rar^etE in WbO's strategy for tiettth for all by Iho year 200D relating to health status ar^: itf^ expectaKy or hint ahow 60 years: infartt rtiwtiiity rtfe below SO wr 1 000 liua births; jndflr-5 mM^ rate t*lowf 70 

perl QOO live births. 

Diplittieria-tEtanDS only, 
^ liMO doses only, 

... Dalo nat avoiahis or not applicable. 



AHm^-STAmm 



Table A3. Bask iitdkators 

Estifuotes Qfe ottomd or derived from teievont WHO pfogramms oi ffom fesponsible intemotionol agendes for the areos of their concern 



AnntKil number of reported cnses for s«lecteJ diseases 



Member Snires 



Tvberoiksis 



Malaria 
1992 



1993 



Mea$b$ Neonatcl 
1993 1993 



% of population with 
uann 10 iafo 
worer I9as-91 

Tqtfl* Ruml 



% of populolion wrth 
occess to adequare 
saniltrtion 19fi8-9l 

Total Ruial 



.■.JiS(WO M^mbei aJi three lieaKh-Jnr-all .targets■ 

IVlauritius 



96 



92 



Americas;-. 



94 96 



Argentina 


14 041 


643 


0 


1 555 


5 


65 


17 


69 


35 


Canada 






0 


187 


0 










Chile 






0 


1 


1 


86 




83" 


20" 


Coiombia 


11 043 


184 023 


0 


5 668 


71 


86 


82 


64 


18 


Costa Rica 




6 951 


0 


579 


0 


93 


86 


97 


94 


Cuba 






0 




0 


98 


91 


92 


68 


Ei Saivador 




4 539 


0 


38 


18 


47 


19 


JO 


ou 


Jamaica 






0 


0 


0 


100 


100 


89 


80 


Mexico 




16170 


0 


169 


97 


76 


68 


50 


17 


Panama 




727 


0 


90 


2 


83 


65 


84 


68 


Paraguay 




1 289 


0 


2 066 


29 


35 


24 


62 


57 


Trinidlad and Tobago 






0 


0 


0 


97 


91 


79 


98 


United States of America 


25 313 


1 087' 


0 


281 


0 










Uruguay 


e89 




0 


16 


0 


75 


5 


ei" 


65 


Venezuela 




21 416 


0 


20 244 


15 


89 


89 


92 


70 


Eastern Mediterranean 




















Iran (Islannic Republic of) 


22 470 


76 971 


107 


4 616 


12 


89 


75 


71 


35 


Jordan 


278 




0 


2 985 


6 


99 


97 


too 


100 


Kuwait 


391 




0 


260 


0 










Leaanon 


0 




0 


396 


0 


92 


85 






Oman 


289 


14 827 


2 


3108 


D 


34 


77 


7l" 


40 


Saudi Arabfa 


2 386 


19 623 


2 


3182 


35 


95 


74 


86 


30 


Syrian Arab Republic 


125 


456 


0 


2 300 


74 


74 


58 


83 


82 


Tunisia 


2 565 




D 


1 413 


3 


99 


99 


96 


94 


United Arab Emirates 


327 


3 6[)5 


D 


745 


0 


95 




77 


22 






















Albania 


295 




0 


1 












Austria 


1 26S 




0 


0 












Belgium 


1 503 




0 














Bulgaria 


3213 




0 


354 


0 










Denmark 


419 




0 


115 


0 










Estonia 


532 




0 


312 


0 










Finland 


542 




0 


0 


0 










France 


9 551 




0 














Germany 


14 161 




0 














Greece 


171 




0 


514 












Hungary 


4 209 




0 


39 


b 










Ireland 






0 


4 328 












Israel 


440 




0 


119 


b 










Italy 


4 734 




0 


16 890 


0 










Latvia 


1 646 




0 


54 












Lithuania 


1 895 




0 


249 


b 










Netherlands 


1 579 




7 


468 


0 










Norway 






0 


7 


0 










Poland 


16 823 




0 


1 410 


0 










Portugal 


5 447 




0 


881 


0 










Ronnania 


20 349 




2 


28 321 


1 










Spain 


9 441 




0 


11 977 












Sweden 


672 




0 


25 


b 










Switzerland 






0 




0 










United Kingdom 


6 575 




2 


12 022 


0 











[HE! 



M WORLD HiAtm REPORT 1 995 



Annual ninbcr df refwrrsd cas«s for ^elefled diseases 



Member States 



Tuberculosis Maltrip 



Polly 



Measles NeonatDl tetanus 



% «f popMktlon wfib 

access la safe 
wot«rim-91 



% of pnpukitlDn with 
dtxess to ade^vnte 
sanitatlan 1 



Democratic People's 
Republic of Korea 
Sri Lanka 
Thailand 

, westarn Pa^m^j^^lplPi^ 

Australia 
China 

Japan 
Malaysia 
Mew Zeaiard 
Philippines 
Republic ot Korea 
Singapore 
Viet Mam 



1993 




1993 


1993 


1993 


Total 


Rural 


Totol 


Ruial 




















6 573 


399 349 


5 


242 


5 


60 


55 


50 


45 


13 814 


168 370 


10 


9 159 


51 


77 


72 


74 


72 






































908 




0 


4 421 


0 










344 213 


72 026 


538 


117 851 




72 


63 


79' 


81" 






0 






97 


85 






12 2S5 


36 853' 


0 


542 


9 


78 


66 


81 




367 




0 


6 


0 


97 


32 






178 134 


110 457 


15 




343 


82 


79 


69 


62 






0 






97 


96 


100 


100 


1 830 




0 






100 




99 




52 994 


212 000 


452 


12015' 


333' 


24 


21" 


17 


13 



Africa ; 




























41 


20 


19 


15 


Benin 




104 


4102 


79 


51 


46 


34 


31 


Burkina Faso 




7 


14 890 


20 


68 


72 


10 


5 


Burundi 


4 677 


5 


23 869 


13 


57 


54 


49 


47 


Cameroon 


2 404 


30 


14 171 


345 


48 


27 


74 


64 


Central Atrican Republic 




11 






24 


26 


46 


46 


Chad 






16 208' 


419 


57 


70 






Congo 




0' 


693 


8 


38 


2 






Cote d'lvoire 










76 


31 


60" 


62' 


Gabon 




Z 8 






68 


50 






Ghana 




19 


31 220 


8 


62 


35 


42 


32 


Guinea 




15 


5 228 


30 


53 


56 


21 


5 


Guinea-Bissau 




2 


1 707 




41 


35 


31 


32 


Kenya 


20 451 








49 


43 


43 


35 


Liberia 


1 766 


' ' 3 


6 398 


119 


50 


22 






Madagascar 


9 855 


19 


6 060 


21 


23 


9 


3 


3 


Malawi 


17105 


0 


3 614 


15 


56 


50 


84 


81 


Mali 




26 


10 595 


40 


41 


38 


24 


10 


Mauritania 




16 


5 754 


3 


66 


65 






Mozambique 




1 


5 506 


37 


22 


17 


20 


11' 


l^amibia 




56 




7 


52 


35 


14 


11 


Miger 




41 


37 051 


46 


53 


45 


14 


4 


Migeria 


11 597 


.. 1 083 


52 242 


1 984 


36 


30 


35 


30 


Rwanda 




4 


9 861 


7 


66 


62 


58 


66 


Senegal 




2 


14 693 


63 


48 


26 


55 


36 


Sierra Leone 


2 691 


5 


2 288 


99 


37 


37 


58 


49 


Togo 




3 


2 966 


25 


60 


53 


23 


10 


Uganda 










33 


30 


32 


28 


United Republic of Tanzania 


31 827 


Z. 2 


16 592' 


53 


49 


45 


64 


62 


Zaire 




33 


2 708 


90 


39 


24 


23 


11 


Zambia 




8 


6 256 


26 


53 


28 


37 


12 


Zimbabwe 




0 


5 902 


1 


84 


SO 


40 


22 



Haiti ... 13 457 0 ... ... 39 



Afghanistan 

Pakistan 

Somalia 

Sudan 

Yemen 



313 103 084 1 803 

1 684 



29 320 



252 
58 



23 

1 967 1 685 56 

37 

683 71 48 

601 3 36 



33 24 16 
19 

45 24 10 

29 18 5 
43 75 65 

30 65 60 



AmXS'STATISm 



oi repefied itim for selected diseases 



Member S rales 



Tuberciibsis 
1993 



Polio' 

im 



Mensles Heonntal tetanus 
1993 1993 



% of populaHon with 
ueeess to safe 
water 1983-91 

Total Runil 



% of population with 
Dcc&JES tfl oJeqvote 
samtutron 19SB-91 

Total Rural 



Bangladesh 


54 001 


115 660 


233 


5 443 


720 


84 


81 


31 


26 


Bhutan 


10O 


28 900 


0 


495 


0 


34 


30 


13 


7 


Myanmar 


12 019 


125 710 


44 


2 288 


107 


32 




36 


35 


Wepal 


13161 


23 234 


2 


5B 


20 


42 ■ 


39 


6 


3 


Western Pacific 




















Cambodia 




91 000 


135 


1 262 


08 


36 


33 


14 


8 


Lao People's Democratic Repubiic 


826 


41 787 


7 


1 083 


11 


36 


33 


21 


8 


Papua Mew Guinea 


5 247 




0 


3 632 


70 


33 


20 






.VVrHD Member states roeeting al least one of me values above the iiealth-for-all target*^ 






























Algeria 


1 4bo 




n 

U 


3 141 


Aft 

40 


68 


55 


57 


40 


Botswana 






0 


4 603 


0 


90 


88 


88 


85 


f^'3r\a \farr\a 

\jix[iu vyruc 
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1 










LeSOtnO 






1 


12 


0 


47" 


45' 




23 


Qhiith Africa 


Go 0 1 U 




u 




1 □ 










Americas ^'0'^^^^^, 




















Bahamas 


54 




0 


0 


0 










Barbados 


2 




0 


0 


0 










Boli\fia 




24 m 


0 


2 702 


21 


52 


27 


26 


13 


Brazil 




609 860 


0 


4 326 


216 


87 


61 


72 


32 


Dominican Repubiic 


3 826 


693 


0 


4 637 


0 


67 


45 


87 


75 


Ecuador 




41 0S9 


0 


3 623 


81 


55 


43 


48 


38 


Guatemala 




57 560 


0 


17 


19 


62 


43 


60 


52 


Guyana 


eii 


39 702 


0 


0 


Q 










Honduras 


3 745 


70 833 


0 


13 


6 


77 


63 


61 


43 


Nicaragua 


2 798 


26 866 


0 


339 


7 


54 


21 






Peru 




54 922 


0 


1 730 


120 


56 


10 


57 


26 


Suriname 


14 


1 404 


0 


0 


0 
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Bahrain 


114 




2 


2 


0 










Cyprus 


37 




0 


0 


0 










Egypt 


3416 




150 


2 874 


1 277 


90 


86 


50 


26 


iraq 




18 451 


75 


16 339 


171 


77 


41 






Libyan Arab Jamaiiiriya 


735 




0 


733 


0 


97 


80 




85 


Morocco 


27 588 


405 


0 


S431 


8 


56 


18 






Qatar 


20O 




0 


27 


0 











Armenia 

Azerbaijan 

Belarus 

Czech Repubiic 

Georgia 

Iceland 

Kazakhstan 

Kyrgyzstan 

LuxembOLrg 

Malta 

Republic of IVloldova 

Russian Federation 

Siovakia 

Turkey 

Ukraine 

Uzbel<istan 



2 954 
4134 
1 864 



9 992 



26 
1 938 
112 964 
1 799 

19 964 

7 227 



18 676 



0 

70 
1 
0 
0 

1 
0 
0 
0 
1 
1 
0 

18 

5 
68 



206 

584 
3 874 
13 
405 
39 
3 297 
3 825 
4 
3 

863 
74 463 

551 
34 285 
23 452 
3 353 



0 
0 

0 
46 
0 
0 



78 



63 
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Annual iumb«r of re|i»rted casos for seled«d disoasas 



M amber States 



Tuberculosis 

1993 



1992 



1993 



Meoslcs NconotDl tetnius 
1993 1993 



% otpopulallon wftli 
naes^ 1» soft 
woter 1988-91 

lotal Rural 



% of popvintion with 
ouess ro odequcite 
sonitatlan 198A-91 

Tohit Rural 



Soiitti>'Ea5t /^sia 
India 

Indonesia 
Maldives 
MonpoJia 

Western Pacific 

Brunei Darussalam 
Fiji 

Solomon Islands 



.. 2 125 8D0 4198 

... 13 655^ 25 

123 ... 0 

1418 . 0 



49 932 
58 238 
61 
71 



4 339 
566 
1 
0 



35 
51 



85 

43 



183 



80 58 

143' Z Z 



16 

44 

74 



2 

36 
47 



... 153 359 0 

:;)WlH3'^iiiber States far which [hsufficJent data are available for Ufa axpectancy, Iftfant mortality andi 



Africa 
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Sei^chelles 




0 


0 


0 


Swaziland 
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6 942 
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n 
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Eastern MediterranBati 










Djibouti 




0 


37 


0 


Europe A^^liM 










Bosnia and Herzegovina 




0 


70 




Croatia 


2 279 \'. 


0 


87 


0 


Monaco 




0 






Sao Marino 




0 


3 




Slownia 


646 


0 


8 


CI 


Tajikistan 


652 


14 


5 045 




The Former Yugoslav 










Republic of fVlacedonia 


1712 


0 


2 495 


1 


Turkmenistan 


1 061 


2 


2 486 




Yugoslavia 




7 


ie 859 




Western Pacifl^^^^^?^ 










Cook Islands 


7 


0 


3 


0 


Kiribati 


122 


0 


116 


2 


Marshall Islands 


61 


0 






Micronesia (Federated Slates of) 




0 






Nauru 




0 






Niue 


1 Z. 


0 




b" 


Samoa 


49 


0 


0 


0 


Tonga 


32 


0 






Tuvalu 


28 


0 


0 


0 


Vanuatu 


13 330 


0 







^ Cases m'i iidigenous In al] tourtrtM ex cepf for vatcitiHiaQciDf^ (VA) tiid wilij viiwj/impofred flM) cows in Miemiio (1 Belorus fl IM), CrouiitT {1 VA), Germany [1 Vfl), iToly [2 VA), lltfiuonlo (2 W), Ppland (2 VAJ, 
Romiiiiu (8 VA), RLEsian Federatioi {2VA], United Kinndom (1 IWi:. USA {2 V*. I IW] aid iugosloviD (5 VA). 

The three targets in lAfHO's strategy Tjr hepltti for oil by th& year 200O reeling tc hetlth status afe: life expectuncv at biiJti above iO yieors; intant mortdity rate betew 50 iier 1 000 \m bittbs; under-5 mortiolllv rate b&low 7D 
per 1 000 liv& brttis. 

' Jovu and Bali only: in M otbet islands 1 ,3 1 mtllion diiicai molflrio cas^s were recorded in 1 992. 
... Data m\ avnilnbls or rot appi cable. 
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Table B, Aimlytkal tMations 



Developtitf world 



Inventor 


i- Ywir 

-jr.' ■■■ : 


Umt 


;V WHO 


Ttttdl 


tNweloped 

mtirk«l 
eionoinies 


1 Eciiitamt«$ 
in 

trnnsition 




ccHiiitnes 
(tlnr than 
iDCSs 


Len$» 
(LDCs) 


1 Population 




millions 


5 559 


1 206 


812 


394 


4 353 


3 796 


555 


Grov/th rate per annum 


1990-2015 


% 


I.S 


0,5 


0.5 


0.5 


1.7 


1.6 


2,6 


z lotaf Tertiiiiy rate 


-1990-1995 


per woman 


3.3 


1.9 


1.8 


2,2 


3.8 


3.4 


6.0 


3 Population irrtder 1 5 years 


1993 


millions 


1 783 


255 


157 


98 


1 529 


1 2B3 


246 


Percentage of total population 


1993 




32 1 


21.1 


19.3 


24.7 


35,1 


33,8 


44.1 


rri '\fif h ra to no r annum 
ulUViLM lam IvTcl allMUlM 


fyyU"ZU 1 0 






U.I 


U.I 


0.2 


0.9 


0,6 


2.2 


4 Population aged 65 years and above 


1993 


millions 


355 


152 


111 


42 


202 


186 


17 


Percentage of total population 


1993 




6.4 


12.6 


13.7 


10.6 


4.6 


4.9 


3.0 


Growth rate per annum 


■■5990-2015 


% 


2,4 


1.5 


1.5 


14 


3,0 


3.0 


3.0 


Elderly support ratio {65+/20-54) 


1993 


% 


12.2 


21.4 


22.7 


18.5 


9.2 


9.5 


7.0 


5 Median age of population 


1993 


years 


24,6 


33.9 


35.0 


31.7 


22,1 


22,7 


17.7 


6 Population in urban areas 




millions 


;£391:::- 


884 


624 


260 


1 507 


1 394 


113 


Percentage of total population 




43.9 


73.7 


77.4 


66,2 


35.4 


37,5 


21 ;i 


7 Population In agglomeration > 10 million 


1990 


millions 


177 


G3 


63 


0 


114 


114 


0 ■ 



Percentage of urban population ■ 1990 

Average annual growth rate 4990-2010 

8 Gross domestic product (GDP) ,i; 1993 

Average annual growth rate 1983-1 993 
Gross domestic product per capita 1993 
Externa] de5t/GDP ratio 1990 

9 Adult literacy rate, both sexes 1S90 

Literacy rate, females i3:;Vl990 

10 Gross primary enrolment ratio ^Sll$90 
Percentage of drop -outs from 



% urban 
population 

% 

1988 US$ 
(billions) 

% 

1983 US$ 

% 

% 
% 
% 



77 
4.5 

20 863 

2.5 
3 793 



7.2 
1.3 



7,2 
0.6 



16 920 15 419 

2,2 2.7 
14 030 18 989 



1 501 

-2.3 
3 810 

98 
97 



99.0 101.8 



8.1 
5.7 

3 943 
4,0 
918 
31,4 
67 
58 
98.4 



8.1 
5.4 



69 
60 

101.3 



62.8 
44 

33 : 
64,7^ 





prinnary education 


1988 


% new entrants 










26.6 


25.3 


40.0 


11 


Higher enrolment/primary enrolment ratio 


1990 


% 


10.5 


31.5 






5.7 


6.0 


2.4 


12 


Public education expenditure 


1991 


US$ (billions) 


1119 


951 






168 


163 


5 




Percentage of gross national product 


1991 




5.1 


5.3 






4,1 


4.1 


3.3 


13 


Age and sex standardized death rate 


1990-1995 


per 100 000 






















population 


930^;' 


569 


493 


743 


1 036 


933 


1 706 % 


14 


Life expectancy at birth 


1993 


years 


66 


75 


77 


71 


64 


66 


51..-| 


15 


Crude death rate 


1990-1995 


per 100 000 






















population 


930 


970 


939 


1 035 


919 


821 


1 ss^M 


16 


Infant mortality rate 




per 1 000 live 






















births 


62 


12 


7 


20 


• 69 


59 


110 


17 


tJnder-S mortality rate 


per 1 000 live 




















^ ■ 


births 


96 


10 


S 


21 


104 


S7 


179 1 


13 


0-4 death rate 




per 100 000 






















population 


2 066 ; 




207 


507 




1 952 


4 301 .v^ 


19 


20-49 death rate, males 


per 100 000 






















population 






£01 


414 




321 


753 1 


20 


20-49 death rate, temaJes 


^^1990-' 


per 100 000 






















population 


261 




94 


149 




262 


690 1 


21 


65-74 death rate 




per 100 000 






















population 


3 599 ' 




2 529 


3 577 




dm 


5 444,3 


22 


75 years and above death rate 


^.:-^1990' 


per 100 000 






















population 


10 849 




9 220 


10 937 




11 999 


14 1374 


23 


Maternal mortality 




per 10O OOO 






















live iiirths 


370 


26 


11 


42 


420 


349 


735^^1 


24 


Low birth weight 


^^'■1990 


% of live births 


17 


7 


6 


7 


19 


17 


23..'^^ 


25 


Prenatal care 


V 1990 


% of live births 


64 


98 


96 


100 


59 


63 


45 


26 


Deliveries attended by trained personnel 


1990 


% of five births 


60 


99 


99 


98 


55 


61 


30^1 


27 


ORS and/or RHF use rate^ 


1993 


% 










..•■^44- 


45 


43::;?; 


28 


Access to sate water 


1988-1991 


% 












73 


49"^.^ 


29 


Access to adequate sanitation 


1&88-1991 


% 










^1 


54 




30 


Health expenditure per capita 


- 1990 


US$ 


327 


1 295 


1 860 


137 


V36 


39 


11 J 


31 


Public expenditure on defense per capita 




1987 US$ 




455 






:>;30 . . 







Oral reh^raiion splb tind/or rerorrmendwl lioma fluid. 
, Doto not Dvniiuble or not npplicabie. 
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Asian Oevelopment Bank, 69 



Associate Memters of WHO, 94 
Asthma, 33, 55 
Australia, 30, 60 

Australian International Development Assisttince 

Bureon (AIDAB), 50 
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riatioodl policies, 67 
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Education and heolth, 13,14, 41 
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Europe, 50, 56, 61,63,74 
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aid, 69 

safety, 62 
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Notions (FAO), 51,57, 61, 62,64, 68 
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General ftgreemenf on Tariffs and Trade (GATT), 62 
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Ghana, 58 

Giardiasis, 23 
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inequities, V2, 47-48, 77-78 
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it of the people in the world today, every phase of life - fro 
to old ajje - tokes pface under the double burden of poverty a 




...eose. Although overage Ttfe expectancy is Increasing at the gb 
evel for scores of millions of people ft Is actually becoming shorter. 



many more the prospect of a longer life plagued by illness and disability 
is more like a punishment than a prize. 

Much of this suffering is needless. The knowledge and tecftnolooy 





exist to prevent control most of the world's bigqest killers. Yet while 
knowledge and technologies continue to advance, Tittte is being done to 
ensure thflt their benefits are evenlv and fairly distributed. As o result, 
today's j^j^rpiealfb situation has loult-llnes in the form of ominously 
niim jliips between rich and poor, between one population and 
eifbetween age groups and between the sexes. 
the World Health Report 1995, based on the most authoritative 
nd up-to-date informotfon go^red by the World Heolth Orgonlzatioitr 
exposes those gaps and delfts the efforts needed to bridge them. 
It explores tbeliurden imflffiirby specific diseases and other health 
problems throughout th^ w$^d in ojl thU age groups, from children and 
odoiesceitls to adultj^fnd iftie elderly. 

fty presentbfg |nd analysing a wealth of new dato, the report 

Erovldes an exjlfrt and comprehensive diagnosis of the state of human 
eoEth worj^^e. More than that. It offers a prescription for action that 
ould so^e^Hns of lives every year, and improve thb quality of life 
bumanimfn such, Ike Worid Heelth Report 1995 should serve as 
an^entiaf reference for everyone with a professional OKpersonol 
or in the difficult ethical Issues raised by a world so' 
suffering. — 
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